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An Aid in the Treatment of Toxaemia of Pregnancy. 


By ALEXANDER Daty, M.B., Ch.B. (Glas). 


Late Resident Obstetric Surgeon, Royal Maternity and Women’s 
Hospital, Glasgow. 


SINCE early in 1932, patients suffering from albuminuria of preg- 
nancy, admitted to Dr. S. Cameron’s wards in the Glasgow 
Royal Maternity and Women’s Hospital, have been treated on 
the lines laid down, and in his contribution to the Lancet.’ 

The results obtained have been so favourable, indeed in many 
cases so dramatic, that a more detailed account of the treatment 
employed cannot fail to be of interest to those engaged in the 
practice of obstetrics. 

Cantarow, Montgomery, Bolton,” and other observers have 
stated that during the course of normal pregnancy, and early in 
labour, there is a gradual diminution of the total serum calcium. 

The following are extracts from Dr. Cameron’s paper :— 
‘“‘We are of opinion that calcium is the main custodian of hepatic 
efficiency during pregnancy, and also that the calcium content 
of the blood is low at that time, and especially during the pre- 
eclamptic state.’’ 

Also: ‘“‘Osman and Close* early in 1931, demonstrated in 
normal pregnancy that there is a decrease in the plasma 
bicarbonate and that this state persists throughout gestation.’’ 

“Cameron and Thomson‘ are of opinion that such cases should 
be treated with calcium as well as with alkalies, and also that 
the maximum effect of the calcium is obtained when given in 
combination with the alkalies.’’ 

The treatment to be described cannot be expected to cure 
patients who are suffering from a chronic renal lesion, since the 
kidneys are already permanently damaged, and lack the pro- 
nounced permeability of these organs during normal pregnancy 
or the pre-eclamptic state. 
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It has, therefore, been our object to raise the plasma bicar- 
bonate, to increase the calcium content of the serum, and also, 
in the severe cases, to obtain a relatively rapid action by the 
introduction of a suitable diuretic by the intravenous route. 

In all cases of albuminuria, pre-eclamptic, severe, and mild, 
an alkaline compound tablet (Parke, Davis and Co.) is ad- 
ministered orally thrice daily, four hourly or even three hourly, 
depending on the severity of the case. The composition of the 
tablet, which is very soluble, is as follows :— 

Potassium citrate, grains 40; sodium bicarbonate, grains 20; 
calcium sodium lactate, grains seven and a half. 

In cases of severe albuminuria, in addition to the oral 
administration of the tablet we at once administer intravenously 
the contents of : 

1. An ampoule containing 20 c.c. of a sterile aqueous solu- 
tion of sodium bicarbonate, grains 20, and of the diuretic sodium 
acetate, grains 20. 

The diuretic administered intravenously in many of the cases has been 
potassium citrate, grains 40. The objection to the potassium salt as being 
harmful to cardiac muscle when given orally, has now been ruled out by 
many investigators. We have not seen any evidence of cardiac distress 
after the intravenous injection of this salt when administered slowly in a 
dilute form, as recommended by Dr. Cameron for use in his unit in the 


Maternity Hospital. To obviate any danger, however, it has been decided 
to substitute sodium acetate for the potassium salt. 


2. An ampoule containing anhydrous calcium acetate, grains 
five and a half, glacial acetic acid, minim one, and sterile dis- 
tilled water sufficient to make two c.c. The glacial acetic acid 
was included to ensure, by development of CO, on mixing with 
bicarbonate solution, the solubility of the calcium ions. 


Ten c.c. of a 10 per cent sterile solution of calcium gluconate (Sandoz) 
has been the calcium salt used in many of the cases, but is now reserved 
for cases in which calcium is administered alone, the calcium acetate 
being used for intravenous medication when the alkalies and calcium are 
combined. 


For intravenous administration the contents of the alkali 
ampoule are added to about 140 c.c. of sterile water, the two c.c. 
of the calcium ampoule are then added, and the volume made 
up to 170 c.c. with sterile water, the resulting isotonic solution 
being introduced by the funnel and tube. We prefer a solution 
which is slightly hypertonic. 

The injection should be made slowly in order to avoid un- 
pleasant subjective sensations. Some discomfort is experienced 
by the patient if the contents of the ampoules are given undiluted. © 
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She may complain of a sensation of warmth together with tem- 
porary breathlessness and a feeling of faintness, which passes off 
from one to two minutes after the injection is completed. One 
of the most constant phenomena accompanying the intravenous 
injection of the calcium salt, more especially when given alone 
and not when preceded by the alkali, is a sensation of heat 
spreading over the entire body, beginning usually in the throat. 
This is a common sequel of intravenous calcium medication for 
any condition. The above phenomena do not distress the patient 
and quickly disappear. Indeed, we are accustomed to tell the 
patient to expect, as a sure sign of future improvement, this 
sensation of heat. 

The effect of the above treatment, in many instances, is 
dramatic. The albumin-reading falls rapidly in all cases, and 
the reading is almost invariably small by the third or fourth 
day; in many cases the urine is clear, and remains clear. If 
the albumin in the urine rises again, as may occur in the more 
severe cases, another intravenous injection of the alkali in 
dilution, followed by the calcium salt, under the same procedure 
as explained above, is indicated. This treatment often results in 
the disappearance of the albumin from the urine. Again, in 
more obstinate cases, when the albumin in the urine may per- 
sist at 0.5 or 0.25 parts for some days, or even begin to rise 
again after some days, another intravenous injection of calcium 
gluconate alone is usually sufficient to bring about the disap- 
pearance of the albumin. In those cases in which 0.25 to 0.5 
parts albumin persistently remained in the urine, the patients 
were allowed up, resulting in the immediate disappearance of 
the albumin in some instances. The blood-pressure falls more 
or less correspondingly, and in the rarer cases mentioned above, 
in which the albumin again increases, the blood-pressure also 
rises. 

On the day before the onset of labour a not unusual occur- 
rence is the reappearance of albumin in a urine which had become 
clear, or a rise of one or two parts Esbach is noted in a urine 
which had previously contained only 0.5 to one part, as a 
result of treatment. We now look upon this rise as a sign of 
the onset of labour. It may be of interest to note that in the 
urine of otherwise normal women there sometimes appears, in 
the urine during labour, definite evidence of albumin. 

The accompanying oedema and epigastric pain, rapidly 
disappear and do not return, even although the blood-pressure 
rises, and albumin reappears in the urine; headache, and 
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occasionally dimness of vision, however, may be complained of 
again on the return of the objective signs. 

Bearing in mind hospital facilities for urging and supervising 
an increased intake of fluids, the marked increase in the output 
of utine is a feature of the treatment. 

At this junction, quotation of cases similar to those mentioned 
previously will serve as examples of that which usually occurs, 
and the treatment which should be carried out. 


CasE Nos. 1906 AND 2234. 

Admitted 37 weeks pregnant. Primigravida, age 27. 

This primigravida was admitted with marked oedema of the feet, ankles, 
vulva, and lumbar regions. There was severe headache, no visual disturbance 
nor epigastric pain. The blood-pressure was high, 160/88; the output of 
urine was small, but the urine was loaded with albumin on admission, the 
Esbach reading being above the U mark. 

The treatment given in this case was an intravenous injection of the 
alkali and calcium on admission, together with the alkaline compound tablet 
four hourly. 

On the third day the Esbach reading was 0.5, on the fourth day 0.25, a 
trace on the sixth day, and clear on the eighth day. On the second day 
the blood-pressure was 142/88 and 130/90 on the fourth day; remaining so 
until dismissal on the fourteenth day. 

From the third day onwards the urinary output averaged 80 ounces. 
The patient felt perfectly well from the third day, the oedema having 
practically disappeared. Being near term she was advised to continue taking 
the alkaline compound tablet after dismissal. She was readmitted 15 days 
after dismissal with slight oedema of the feet, and ankles, and oedema of 
the vulva, without headache or visual disturbance. The Esbach reading was 
4, her blood-pressure 160/80. She volunteered the information that she 
did not continue taking the tablets. She was given the alkali and calcium 
intravenously on readmission, together with the alkaline compound tablet, 
orally, four-hourly. On the second day the Esbach reading was 2; blood- 
pressure, 140/80; and on the third day, before delivery the reading was 1; 
blood-pressure, 130/85; the urine being clear after delivery. The forceps 
was applied because of delay at the outlet. The combined duration of the 
first and second stage of labour was 22 hours. The child was alive and 
weighed eight and a half pounds, its length was 21 inches. 

The chart shows the results of the treatment. 


CasE No. 1165. 
Primigravida, age 22 years, unmarried. 

Admitted when 28 weeks’ pregnant, with oedema so extreme that the eyes 
were practically hidden, there was severe headache and high blood-pressure, 
184/112. The output of urine was low, 12 ounces during the first day, and 
it boiled so solid that in order to estimate the albumin present the urine 
had to be diluted. The Esbach reading was then found to be 17, and after 
the intravenous injection on admission and the tablet three hourly thereafter, 
it fell, in 24 hours, to six, on the following day to 3, and on the third 
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day to 0.5. The oedema and dimness of vision rapidly disappeared, the 
blood-pressure fell on the third day to 152/98, and the quantity of urine 
secreted increased on the second day to 42 ounces, and within a few days 
the patient, who was admitted in a pronounced state of toxaemia, was happy 
and comfortable. Surgical induction was performed on the tenth day, the 
albumin reading having risen to two parts and the blood-pressure to 180/100 
on the ninth day, and she was delivered of a 28 weeks’ foetus. 

There remained a haze of albumin until the twentieth day after admission, 
when, on being allowed up, the urine became clear. 

Note that the alkali and calcium were repeated on the third day; also 
the temporary rise in the albumin reading, and in the blood-pressure before 
delivery. 


CasE No. 1604. 

Primigravida, age 25 years, unmarried, 33 weeks’ pregnant. 

Admitted with marked oedema of the feet, vulva, lumbar region and face, 
dimness of vision of one day’s duration; she was without headache or epigas- 
tric pain. Her urine, at the time of admission, boiled solid and, after 
intravenous injection of the alkali and calcium, the albumin content dropped 
in 24 hours to eight, and on the fourth day to four parts. The following 
day the albumin rose again to six, but without the reappearance of symp- 
toms, the oedema of the vulva alone remaining. The intravenous injection 
of the alkali and calcium was, therefore, repeated, and within 48 hours 
the albumin content dropped to one part. The blood-pressure rose and fell 
correspondingly. 

The Esbach reading remained at one part until the twentieth day after 
admission, when it rose once again to six, the patient meantime taking the 
tablet orally, four hourly. Still another intravenous injection, this time of 
calcium gluconate alone, reduced the albumin to two parts on the twenty- 
fifth day, the day before the premature spontaneous delivery of a live child 
weighing three and three-quarter pounds, and measuring 17 inches long. The 
urine showed a haze of albumin on the eighth day of the puerperium; on 
allowing the patient up, the urine became clear. 

An interesting feature of this case, as is shown in the accompanying chart, 
is the increasing output of urine throughout the patient’s stay in hospital 
until two days before the third rise in the Esbach reading on the twentieth 
day. An interesting point is that the peaks on the chart on the twentieth 
day, indicating the rise in the Esbach reading and the rise in the blood- 
pressure, correspond with the lowest point in the graph indicating urinary 
output. 

One may say that the fall in the urinary output was a danger signal 
pointing to the oncoming rise in the albumin content and in the blood- 
pressure. 


These cases show, to some degree, the rationale of the 
treatment employed in the more severe cases. Other results are 
tabulated in the table below. 

In cases in which the toxaemia is not so pronounced the 
patients are put solely on the alkaline compound tablet four 
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hourly or even thrice daily, and ordinary diet given. The result 
is that the albumin reading usually drops, as in the more severe 
cases, from one to two parts Esbach to 0.5 or one part immedi- 
ately before delivery. Again, the albumin reading may remain 
stationary at 0.5 or 0.25 for four or five days after the initial fall. 

An intravenous dose of calcium gluconate alone at once results 
in the disappearance of the albumin from the urine. 

A few examples of such cases are shown in the table below. 
Nos. 2025, 2333, 2334, 2419, 2637. 

Chart No. 2640 shows the albumin on admission recording 
two parts, and with the patient on the alkaline compound tablet, 
four hourly, the albumin drops to 0.5 part, remaining so for three 
or four days, but immediately disappearing when an intravenous 
dose of calcium is additionally given. Note also the slight rise 
before delivery. 

Another point in the treatment of cases of toxaemia of preg- 
nancy is that ordinary diet is given in all cases, with the exception 
of those patients in whom sickness is marked or when dimness 
of vision has lately been a complaint. In the latter cases fluids 
only are administered. 


To emphasize the importance of repeating the intravenous 
injection of the alkali and calcium when the amount of albumin 


in the urine again rises, the following case is quoted: 


HospitraL No. 2244. 

Primigravida, age 28 years. 

Admitted 37 weeks’ pregnant, with marked generalized oedema, severe 
frontal headache and a history of dimness of vision during the past day. 
No history of previous illnesses. Her urine was loaded with albumin 
(U+Esbach), and her blood-pressure was 200/126. At the end of 24 hours 
the Esbach reading was 10 parts, the intravenous calcium having been repeated 
on the third day. The blood-pressure, however, remained high, 202/122 
on the fourth day, but thereafter began to drop to 180/115 on the eighth 
day, and to 160/110 on the eleventh day, the Esbach reading remaining at 
two parts. 

On the sixteenth day after admission, the day of expected delivery, 
the Esbach reading rose to four, and the blood-pressure to 175/110. Intra- 
venous calcium was repeated, the Esbach reading falling again to two parts 
within 24 hours, and the blood-pressure to 160/110. On the twenty-third 
day after admission the Esbach reading rose to five, the blood-pressure to 
190/110, and the daily urinary output dropped from 63 ounces to six ounces. 
In spite of the reappearance of those danger signals the intravenous medi- 
cation was not repeated, because of the absence of members of the staff 
personally interested in these cases. Within 24 hours dimness of vision 
reappeared, the Esbach reading had risen to 12+, the daily urinary output 
being 12 ounces. The patient went into labour at midnight, and 20 minutes 
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later was seized with an eclamptic fit followed by four others within the 
hour, morphia was not given until prior to the fiith seizure. Even then 
neither the alkali nor the calcium was given intravenously, nor were the 
tablets continued. Another three fits occurred before the patient was 
delivered, by the forceps, on the twenty-sixth day after admission. The infant 
was alive and mature; weighing six pounds, and was 1g inches long. The 
patient was comfortable on the fourth day of the puerperium, but the 
Esbach reading fluctuated between two and one and a half until the four- 
teenth day, when calcium gluconate was given intravenously, resulting in 
the permanent disappearance of the albumin from the urine within 48 hours, 
and a return of the blood-pressure to normal, 120/70. Further comment 
is not needed as to the necessity of repeating the intravenous medication. 


In the following table (Table A), there is tabulated a list of 
cases of marked albuminuria of pregnancy, together with a few 
cases of toxaemia of a lesser degree. The duration of the preg- 
nancy on admission, the number of days in hospital before 
delivery, some of the more important signs and symptoms, the 
daily urinary output in ounces, and the blood-pressure on 
admission, and their progress are shown. 

The amount of albumin in the urine, in parts (Esbach) on 
admission, is tabulated. ‘‘Loaded’’ signifies that the Esbach 
reading was far above the U mark in the tube, and ‘“‘Heavy 
Cloud’’ that the reading was between 12 and the U mark, the 
specimen of urine being undiluted. 

Any disease in the previous history of the patient relative to 
the toxaemia of pregnancy is noted in the column headed 
‘“‘Remarks.’’ When the delivery was normal comment is not 
made, but when abnormal a short explanatory note is given. 

Following such remarkable results as shown above, we 
naturally applied the principles of the above treatment to patients 
adimtted who were suffering from eclampsia, during both the 
antenatal and the post-natal periods. The results we have 
obtained may be inferred from the short résumé of cases given 
below. It would be folly to claim that our treatment is a cure 
for eclampsia, since it is impossible to estimate the total organic 
and irreparable damage already present. 

Short notes are again given below of the treatment adopted 
in these eclamptic cases and the results obtained. 


Case No. 874. 

Primigravida, aged 19 years, admitted 40 weeks’ pregnant. 

This patient was admitted to our antenatal wards a fortnight previously, 
but left, in spite of all warning, three days after admission. When readmitted 
she was in a comatose condition, with extreme oedema of the extremeties, 
abdomen and face. Her doctor stated that she had had eight convulsions 
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within one hour, two hours prior to admission. The Esbach reading of the 
albumin in the urine was designated as U+, i.e. above the U mark in the 
Esbach tube, the blood-pressure being 150/ 104. 

The contents of the alkaline ampoule in 16 ounces of water were given 
intravenously, followed by to c.c. of calcium gluconate by the same route. 
Within 24 hours the Esbach reading was 0.75, and the blood-pressure 
136/90. The patient was quite clear-headed then, and able to take the 
alkaline tablet orally. Surgical induction was performed on the fourth day, 
when the Esbach reading rose to one, and the blood-pressure to 156/104. 
She was delivered with the forceps, on the sixth day, of a mature live child 
weighing seven and a quarter pounds and measuring 19 inches long. 

The amount of albumin in the urine, after delivery, fluctuated between 
a haze and o.5 parts Esbach, until the urine cleared on the seventh day 
of the puerperium. Previous personal history and family history were good. 


CasE No. 1386. 

Primigravida, aged 32 years. 

The patient was delivered of a mature child two hours before admission. 
Her first and only fit was seen by her own doctor one hour after spontaneous 
birth of a child. Albumin was reported to have appeared in the urine for 
the first time one week before delivery. The patient was admitted conscious 
but dazed, Esbach loaded, blood-pressure 190/120. Urinary output during 
first 24 hours, nine ounces. Treatment as above, intravenous alkali and 
calcium on admission, followed by the alkaline compound tablet four hourly. 

Within 24 hours Esbach reading was one part, blood-pressure 170/120, 
and the urinary output was 44 ounces. The patient was comfortable, and 
had had no more fits. On the seventh day the urine was clear and the blood- 
pressure 130/98. 


CasE No. 1469. 

Primigravida, aged 42 years. 

Admitted 37 weeks’ pregnant. Her doctor reported one eclamptic con- 
vulsion three hours before admission. Admitted with extreme generalized 
oedema, conscious but drowsy; complained of dimness of vision; had not 
had any morphia outside; blood-pressure 204/120; urine contained heavy 
cloud of albumin (Esbach seven). Treatment as above. Within 24 hours 
the Esbach reading was three, blood-pressure 162/112, and on the third 
day the Esbach reading was 0.25, the urine becoming clear on the fourth 
day. Urinary output averaged 80 ounces. 

The patient was delivered of a macerated foetus weighing six and a half 
pounds, 16 days after admission. 


CasE No. 1509. 

7 para, aged 39 years. 

Spontaneous delivery of mature live child 11 hours before admission. 
Six eclamptic fits before admission, two while in the ambulance; admitted 
comatose, cyanosed, with stertorous breathing, and marked oedema. Albumin 
seven parts, blood-pressure 210/100; urinary output during first 24 hours, 
five ounces. Treatment as above. Within 24 hours albumin one and a half 
parts, blood-pressure 136/95, urinary output 53 ounces. On the third day, 
albumin (Esbach) 0.24 part, blood-pressure 136/95, urinary output, 36 ounces. 
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Within three days the patient was comfortable and clear-headed, and was 
taking her food well. 


CasE No. 1719. 

Primigravida, aged 26 years. 

Admitted 38 weeks’ pregnant and complaining of severe frontal headache 
and increasing dimness of vision for the past week. The patient had one 
fit at 5 a.m. on day of admission. On admission she was very restless 
but drowsy, was seized with an eclamptic fit in the admission room, and 
had another fit 15 minutes before the intravenous medication was given. 
The third fit occurred one hour later a sedative had not been given and 
the last fit took place when the cervical canal was fully dilated, just prior to 
the spontaneous rupture of the membranes. The forceps was applied and the 
patient deiivered of a premature live, feeble child. 

On admission the urine became solid when boiled, the blood-pressure was 
202/115, and the urinary output 18 ounces. By the third day of the puer- 
perium the Esbach reading was 2.5 and the blood-pressure 155/110, the 
urinary output being 42 ounces. The patient was then comfortable and 
answered questions intelligently. 


Case No. 1894. 

Primigvavida, aged 21 years. 

Admitted 36 weeks’ pregnant. Message from S.S. Cameronia, the patient 
had five fits six days ago, but had not had any since. Dimness of vision 
during the past week. On admission there was extreme oedema of the 
extremities, abdomen, lumbar region and face. The patient was restless 
but answered questions intelligently. Albumin 18 parts, blood-pressure 
168/110, urinary output three ounces in first 24 hours. Intravenous alkali 
and calcium was given followed by alkaline compound tablet four hourly. 

Within 24 hours the Esbach reading dropped to 11, and on the following 
day, the day before delivery, to eight parts. Two days after delivery the 
reading was two, and seven days after admission a haze only of albumin was 
present in the urine. The blood-pressure fell correspondingly. Spontaneous 
delivery of a live, premature infant, weighing four pounds five ounces. 

Note the rise in blood-pressure before delivery, also that the drop in 
the albumin reading is only from eight to five on the day before delivery. 


CasE No. 1777. 

Para 6, aged 40 years. 

Admitted 37 weeks’ pregnant. This patient walked into hospital and 
stated that she had had a fit four hours previously. From her doctor and 
friends it seems that two weeks previously she complained of dimness of 
vision, and had a convulsion, being comatose for one hour after it. She 
remained in bed for two days. Since that time the oedema had increased 
and dimness of vision recurred before the fit on the day of admission. The 
oedema was extreme and generalized. She could not distinguish the 
examining doctor, and answered questions in a drowsy detached manner. 
She had not received any morphia. The usual treatment was carried out 
after detailed examination. 

The Esbach reading dropped from U+ on admission to five, within 24 
hours, and to 1.5 parts by the third day, rising again to two parts before 
delivery. The blood-pressure fell correspondingly from 205/130 on admission 
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to 160/110 on the third day, rising to 212/130 before delivery, and then 
dropping to 146/104 during the puerperium. 

The oedema had practically disappeared before delivery. She was, how- 
ever, very restless, and the foetal heart was not heard. Surgical induction 
of labour was performed on the fifth day, a macerated foetus being delivered. 
Until then and during the first two days of the puerperium the patient 
was still restless but answered questions intelligently and recognized her 
husband. By the fifth day of the puerperium she was happy and comfort- 
able, and taking an interest in her surroundings. 

CasE No. 2503. 

Primigvavida, aged 33 years. 

Admitted 38 weeks’ pregnant. Seen by a member of the visiting staff 
during an eclamptic seizure before admission to hospital. On admission the 
urine was loaded with albumin, the Esbach reading being above U, blood- 
pressure 212/120 and complaining of dimness of vision. Oedema not pro- 
nounced; previous illness, encephalitis lethargica 12 years ago. 

Intravenous medication was given. The amount of albumin in the urine 
fell to six parts within 24 hours, to four parts in 48 hours, and to 1.5 parts 
on the fifth day, fluctuating between 1.5 parts and one part until delivery, 
the intravenous injections not being repeated. The blood-pressure fell 
correspondingly. The urinary output rose from eight ounces on the first 
day after admission to 37 ounces on the third day. The patient was de- 
livered by Caesarean section on the tenth day after admission, not on 
account of her toxaemia, but because of muscular atrophy of the extremi- 
ties. Puerperium was normal. 


CasE No. 2455. 

Primigravida, aged 28 years. 

Admitted 18 weeks’ pregnant. Oedema of feet, sickness and vomiting 
for the past fortnight; epigastric pain and dimness of vision on day of 
admission. Five fits at home without recovering consciousness. On admission 
comatose—dilated equal pupils, marked generalized oedema, blood-pressure 
200/180. Urine loaded with albumin. One eclamptic fit 10 minutes after 
admission, before alkali and calcium were given intravenously. Eight hours 
after admission the patient was still drowsy; total loss of vision. Eleven 
hours after admission the patient could see and distinguish the fingers of 
the hand. Within 24 hours markedly improved, blood-pressure 154 /80— 
fairly intelligent, sees quite well, Esbach reading 0.25 rising to 0.5 in 48 
hours. On the fourth day the blood-pressure rose to 196/80; the quantity 
of albumin in the urine remaining as 0.5 parts. Complained of headache 
and sickness. Medical induction attempted but was unsuccessful. The 
blood-pressure, however, dropped to 146/90 in 48 hours and the patient was 
comfortable. On the fourteenth day after admission there was some vaginal 
bleeding, and labour was then surgically induced. The patient was delivered 
of a hydatidiform mole. On the third day of the puerperium the blood- 
pressure was normal, the urine clear, and the daily urinary output good 
(74 ounces). On the fourteenth day of the puerperium diagnostic curettage 
was performed. Evidence of chorion epithelioma was not found. 


CasE No. 2772. 
Primigravida, aged 15 years. 
Admitted 39 weeks’ pregnant. History of three eclamptic seizures out- 
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side; one occurred while in the admission room which lasted one and a half 
minutes. Oedema extreme, urine loaded with albumin, blood-pressure 
140/80. Cerebro-spinal fluid under high pressure not blood stained. Intra- 
venous medication on admission five minutes after seizure, under anaesthesia. 
Within six hours the patient was mentally clear, and her vision was good. 
In 24 hours the Esbach reading was 0.25 and in 48 hours, the day before 
delivery, it was one part. On the third day the patient was delivered spon- 
taneously of a live infant weighing seven pounds, and measuring 18 inches 
long. On the second day of the puerperium the blood-pressure was normal, 
120/70, and there was not any albumin in the urine, the oedema had 
practically disappeared, and she was happy and comfortable. 


An analysis of our results, in comparison with those obtained 
by the usual methods of treatment, demonstrates that not only 
as regards the beneficial effects on the mother, but also on the 
child, they are infinitely superior to those obtainable when the 
alkali and calcium treatment is omitted. This may readily be 
observed by scrutinizing the following percentages relating to 
induction of labour and premature births in both methods of 
treatment. 


Induction of labour. 
In our series of patients treated by alkalis and calcium, the 


necessity for induction of labour was so small that it amounted 
only to two per cent of cases. In the control series, in which the 
alkali and calcium treatment was omitted, labour had to be in- 
duced in no less than 66 per cent of the patients. It should also 
be noted that the control figures were obtained from patients who 
were not under Dr. Cameron’s charge at the Maternity Hospital, 
as in this unit the alkali and calcium treatment was a routine 
practice. In order that these figures may not seem particularly 
fortunate for our claims we should point out that the incidence of 
induction of labour for the year 1930, when the alkali and 
calcium treatment was not in vogue in the Royal Maternity 
Hospital, Glasgow, was 52 per cent of cases. 


Premature births. 


In addition, the value of the treatment can be realized from 
the fact that the premature birth percentage in our series of cases 
treated with alkali and calcium was 11, while in the control cases 
the figure was 63; the figure for the year 1930 being 56. These 
percentages are so arresting that we must admit that we were 
surprised for, prior to making this statistical enquiry, our atten- 
tion had been focussed on the benefits accruing to the mother, 
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SUMMARY. 

1. Mild cases of toxaemia of pregnancy may be successfully 
treated by the oral administration of alkaline compound tablets; 
occasionally a single intravenous dose of calcium alone may be 
necessary to hasten the complete disappearance of signs and 
symptoms. 

Ordinary diet is given in all cases. 

2. More severe cases will respond only to the additional intra- 
venous medication, which should be given slowly in a dilute form, 
and should be repeated if the improvement is not pronounced, or 
if the symptoms or signs recur. 

3. Labour should be induced in those rare cases which fail 
to respond to treatment. This procedure is also advised when the 
patient has reached full-time, since it was found that a slight ex- 
acerbation of the symptoms is apt to occur with the onset of 
labour, particularly when the commencement of labour ‘is 
delayed. 

4. Acute cases nearly always show an almost instantaneous 
response to treatment, by an increased daily output of urine, a 
fall in the amount of albumin in the urine, a lowering of the 
blood-pressure, and by a disappearance of the oedema and the 
other symptoms. 

5. Our treatment has the advantage over other methods in 
that the patients are allowed ordinary diet, thus conserving their 
energies until the termination of the pregnancy. 

6. Our treatment has also the advantage that the loss of child 
life is greatly diminished, for, as our investigations show, only 
two per cent of cases required induction, whereas, in the control 
series, treated on the usual lines, 66 per cent of patients had to 
have labour induced because of failure to respond to treatment, 
59 per cent being the figure when the cases for the year 1930 are 
included. 

The total number of cases in the control series was 131. 

7. In addition, only 11 per cent of births were premature, 
whereas, 63 per cent in the control series terminated prematurely. 
60 per cent being the figure when the cases for the year 1930 are 

included. 
’ 8. The treatment is so inexpensive that it does not hamper 
the finances of any institution or public health body. 


I am indebted to Dr. W. C. Armstrong, Professor of Obstet- 
rics, St. Mungo’s College, Glasgow, for his valuable assistance 
in compiling the tables and for his advice as to treatment in many 
of the cases. 
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The Influence of the Pituitary Gland on Parturition. 


By SAMUEL Morris. 
The Hannah Dairy Research Institute, Kirkhill, Ayr. 


MrTABOLISM IMMEDIATELY PRIOR TO AND IMMEDIATELY 

FOLLOWING PARTURITION. 
THE study of “‘milk fever’’ in cattle has always presented 
considerable difficulty, since little is known of the metabolic dis- 
turbance, although a good deal of work has been done on blood 
analyses (Wright and Little,’ Greig and Dryerre*). Much light 
might be thrown on the many problems associated with ‘‘ milk 
fever’’ and other toxaemias of parturition if a more detailed 
knowledge of the metabolic reactions towards normal parturition 
existed. 

The researches of Rowe and Eakin,” Magee' and Pommerenke 
and others’ have shown that an increase in the metabolic rate 
occurs prior to parturition with a sudden drop post-partum. The 
metabolism is little changed, however, the total heat production 
of the mother just before parturition being equal to that of 
mother and young immediately following parturition. 

A large amount of work has been done on nitrogen metabolism 
prior to and immediately following birth. Heinrichsen® and 
Grammatikati’ found a large increase in the nitrogen output im- 
mediately following parturition. The former, and later Longridge,* 
stated this was probably the result of regressive changes in the 
puerperal female, particularly affecting the uterus. Gramma- 
tikati, however, thought that mammary gland changes, 
especially the formation of milk fat from protein, caused this 
excessive nitrogen excretion. Mellanby’s’ results showed that 
whereas an increase in creatin output occurred after parturition, 
the creatinine remained constant. He also found that the uterine 
muscle did not contain any creatin. Hoffstrom'’ and Wilson" found 
positive nitrogen balances during the later stages of pregnancy, 
if an adequate dict were supplied. During the puerperium, how- 
ever, a negative nitrogen balance occurred which could not be 
checked by dietary measures (Harding'*). These changes were 
accompanied by corresponding changes in the blood non-protein 
nitrogen (Harding,’® Plass''). A fall occurred in the later 
months of pregnancy and a sudden rise just before and during 
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labour. Harding connected this protein wastage of the early 
puerperium with the involution of the uterus, as did Murlin'’ and 
Shaffer.'® This is, in part at least, untenable in view of Mellanby’s 
researches. Also, creatin still occurs in excess in the urine even 
after removal of the uterus. 

Bar" and later Murlin,'® in a study of the nitrogen partition in 
the urine during pregnancy, showed that a diminished excretion 
of urea occurs, with an increase in ammonia output. Bock'* 
and Stanojivic*’ found an increase in blood-ammonia during 
parturition. The latter attributed this to the extreme activity of 
the smooth and striated muscle. An increase in amino acid nitro- 
gen of the urine has been noted by Wilson. 

Although doubt seems to exist regarding the presence of an 
acidosis during pregnancy, it is a well known fact that prior to, 
and immediately following labour, an acidosis ensues with a 
decrease in the alkali reserve (Siedentopf,”' Solai and others,” 
Peco*’). Although this decrease occurs all through pregnancy, 
as term approaches it becomes more marked, culminating im- 
mediately following birth. During pregnancy the mother under- 
yoes a great carbohydrate drain, and Schmidt and Wingen*' be- 
lieve that this requirement is met in part by fat being converted to 
carbohydrate in the liver. The lowering of the alkali reserve may 
therefore be the result of the appearance in the blood-steam 
of the acid by-products of fat catabolism. On the other hand 
there is transference of base from the maternal to the foetal tissues. 
This will require neutralizing reactions on the part of maternal 
organs and may account for the lowering of the alkali reserve. 

With regard to the mineral metabolism a special interest 
seems to have been attached to an examination of the serum 
calcium. Early: in the puerperium the serum calcium tended to 
lie at or just below the lower limits of variation (Krebs,”’ Denis,”* 
Stander*’). With mice Bokelmann and Bock™ found a low cal- 
cium concentration of the tissues, showing that a definite decalci- 
fication of the mother occurred. Cantarow and others*’ found 
an increase in diffusible calcium and a marked decrease of non- 
diffusible, especially in the first stage of labour. Rickert and 
Palmerlee*’ and Becks*' showed a decrease of 50 per cent in 
the calcium content of the saliva during parturition. Vignes” 
attributed many of the pathological symptoms of these periods, 
as dental caries, tetany, vomiting and eclampsia, to this disturb- 
ance of the calcium metabolism. Wright and Little** and Greig 
and Dryerre attributed ‘‘milk fever’’ to this same cause. 

Immediately prior to parturition Tarlo and Olerskaya™ found 
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a decrease in the chloride of sweat and urine and an increase in 
blood. This they attributed to a change in the water chloride 
metabolism. 

For the experiment on which this paper is based the goat was 
chosen, since only on very rare occasions is it susceptible to toxa- 
emias during parturition. Its urine and faeces were collected 
every two days and analysed. After the onset of lactation a 
sample was taken from each milking and analysed, the result 
being given for two-day periods. The following results were 
obtained : 

Output. 

The results (Table I) show an increased output of urine prior 
to kidding, falling off after the birth of the kid. The faeces in- 
creased in amount concurrently with the decreased urinary 
secretion. 

Nitrogen. 

The results noted in Table I indicate that the urinary nitrogen 
output was markedly increased prior to parturition, so that the 
retention was markedly diminished. An increased faecat output 
also occurred. Post-partum the urinary nitrogen fell rapidly 
with a more gradual decrease in the faeces. The partition of 


nitrogen in the urine is of importance in indicating the source of 
the excess nitrogen. 


Urea. Prior to parturition there was a definite increase in the 
amount of urea excreted. As a percentage of the total urinary 
nitrogen the urea had, however, decreased from about 88 per 
cent eight days before kidding to 85 per cent two days before, with 
a further fall to about 83 per cent for four days after parturition. 


Ammonia. A definite increase occurred in the ammonia out- 
put both before and after kidding. The percentage of the total 
urinary nitrogen excreted by the goat as ammonia, rose only 
slightly before parturition. Immediately after kidding the per- 
centage suddenly increased, falling off slowly with the onset of 
lactation. This cannot be explained by a lessened food intake, 
since the decrease only occurred with one animal to a small extent. 


Amino Acids. A slight increase occurred both in the total 
amount and as a percentage of the total urinary nitrogen. The 
percentage increase was most marked post-partum. 


Creatinine. An increase in the total output was observed prior 
to kidding, with a rapid fall post-partum. The percentage increase 
was small, from about four to five per cent. 
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Creatin. A slight but definite increase occurred in both total 
and percentage output. 
Calcium. 

The results (fable Il) show an increased urinary secretion of 
calcium prior to kidding, with a slow fall post-partum. A 
slight decrease occurred in the faecal output, the retention re- 
maining, however, practically constant. With the onset of lacta- 
tion the secretion of milk caused a large decrease in retention. 


Phosphorus. 

In Table il the results show a slight increase in urinary 
phosphorus before kidding, with a sudden decrease post-partum. 
Meanwhile an increased faecal output marked the four days 
preceding and following parturition. This would appear to be 
due to absorption and re-excretion into the gut since absorption is 
otherwise normal. A markedly diminished retention was thus 
seen during this period. 


Chlorine. 

The results (Table IT) show an increased urinary output from 
six days prior to kidding, with a larger increase post-partum. 
The loss of chlorine in the milk together with the increased urinary 
output greatly enhanced the negative retention. 


DISCUSSION. 

The view has been expressed that the metabolic disturbance 
occurring at parturition is merely the accumulation of the various 
factors interfering with nermality since the onset of pregnancy. 
A study of conditions throughout the period of gestation would, 
therefore, be of value in attempting an interpretation of the fore- 
going results. 

Immediately following conception hypertrophy of the uterine 
mucosa commences, and it has progressed to a certain degree 
by the time the fertilized ovum arrives. The outermost cells of 
this ovum slowly destroy the adjacent cells of the membrane and 
the ovum sinks in, the membrane growing over the protruding 
part of the ovum. Concomitantly an enlargement of blood-vessels, 
especially the venous and capillary systems, occurs. The outer- 
most layer of the epiblast then becomes transformed in order to 
serve for the embryonic nutrition, which consists in the forma- 
tion of villi, the chorionic villi. As the foetal blood-vessels form 
they penetrate into the villi.” At this period the foetal villi are 
immersed in the maternal blood, a double laver of epithelial 
tissue separating the foetal blood-vessels from the maternal blood. 
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In the ruminant the placental attachment is intricate and is con- 
fined to certain areas covered by the maternal and foetal coty- 
ledons. Thus, with the growth of the young and the consequent 
tissue deposition by the chorionic villi, it seems probable that there 
will be discharged into the maternal blood-stream the products 
of protein autolysis. From the fifth month degeneration of the 
placenta sets in, and later the ectoderm covering the villi becomes 
reduced to a single layer of cells which act as an osmotic mem- 
brane. Little, however, is known as to the actual mode of trans- 
terence of food to the foetus. The placenta removes the nitro- 
genous excreta, thus minimizing the foetal urinary excretion, 
shown by the low nitrogen content of the amniotic fluid. 

That the symptoms of parturition, the drop in temperature, 
relaxation of the sacro-sciatic ligament and sinking of the pelvic 
ligament, so similar to those occurring at the end of pseudo-preg- 
nancy of a normal heat period, may be due to reduction in 
amount of the ovarian hormone or atrophy of the corpus luteum 
is a possibility brought forward by Hammond.”’ Frequent refer- 
ences have been made to the inessential nature of the corpus 
luteum duriag the latter half of pregnancy, Marshall and Jolly” 
claiming that it undergoes involution. This appears doubtful in 
view of the later work of Corner,*’ Bergmann’* and Hammond 
in connexion with size and structure, whereby involution was 
not apparent. 

There is little evidence that either the corpus luteum or uterus 
prior to parturition is associated with any muscular catabolism. 
Also Magee, Pommerenke and others have shown conclusively, 
from work on the basal metabolism of the parturient animal, that 
muscular catabolism occurring prior to labour is not due merely 
to stimulation of the body tissues to increased activity. 

In view of the work on the heat metabolism of the mother up 
to and immediately following term, it is of interest to note the 
weight changes occurring. Gaessner"’ first noted that the increase 
in weight of the mother was greater than the increase in weight 
of the foetus and reproductive organs. Hirsch'’ found that the 
greatest weight occurred six days before the onset of labour, 
remained steady for two days, and then fell rapidly. Zangemeis- 
ter'' corroborated these results in part, but found that the maxi- 
mum weight of the mother was attained three days prior to labour, 
followed by a rapid decrease. Hirsch thought this was the result 
of increased activity of the pituitary, whereas Kemper** explained 
it by the lessened food intake together with an increase in excret- 
ing function of the pregnant female. From a consideration of 
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the results in Table I it will be seen that this loss in weight occurs 
approximately at the time of the increased nitrogen output, with 
only a slight decrease, if any, in food intake. 

From a consideration of the results recorded here it seems 
possible to formulate a hypothesis as to the chemical pathogen- 
esis of parturition. From four to six days prior to parturition an 
abnormal protein catabolism occurs, which cannot be the result 
of an intense acidosis since ketone bodies were not fcund in the 
urine. The urinary nitrogen partition products show that this 
excess nitrogen is of endogenous origin, due to a breakdown of 
muscular tissue. It seems clear that this muscular catabolism is 
the result of the presence in the system of some body not present 
in the normal animal. Turning now to a consideration of the 
endocrine factors involved in pregnancy and parturition, it is 
known that, in the earlier and later stages, there is an increase 
in the activity of the ovary and anterior pituitary lobe, together 
with increased function of the thyroid, pancreas, adrenals and 
posterior pituitary. When in the normal animal hypersecretion 
of one or more of the endocrine organs would lead to an endo- 
crinopathy, in the normal pregnant female a balance is main- 
tained between the increased glandular secretions, without appar- 
ently any ill effects. At the end of pregnancy an increased 
secretion of the posterior lobe of the hypophysis occurs, which, 
produced under the stimulus of some ovarian substances, would 
lead to stimulation of the uterus, with consequent parturition 
(Dixon and Marshall,” Heller and Holtz"). That posterior lobe 
injections cause a disturbance of the normal metabolic activities 
has been amply proven. Hewitt'’ obtained an increased urinary 
output of ammonia. Buschke** and later Poullsson*? found an 
increased excretion of chlorine through the urine, while Himwich 
and Haynes" gave results in which little or no change was seen 
in the basal metabolic rate after injection. Although by no means 
definite, the facts are very suggestive that the muscular catabol- 
ism occurring prior to parturition is caused primarily by the 
increased content of the posterior lobe hormone in the body 
tissues. As such, the increased urinary nitrogen of the first four 
to six days post-partum is probably a combination of the after- 
effects of the excess of hormone, together with involution of uterine 
muscle. 


SUMMARY. 


1. Six days before the onset of kidding in goats a large increase 
occurs in the output of nitrogen in the urine. This appears to 
coincide with the period of maternal loss of weight. 
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2. The nitrogen partition in the urine shows that a percentage 
increase occurs in the ammonia, amino acid and creatin fractions. 

3. Post-partum the urinary nitrogen falls rapidly back to 
normal. 

4. A large increase in urinary chloride also marks the six 
days prior to kidding. 

5. From general considerations of the changes occurring 
during pregnancy to the onset of labour, it seems probable that 
the abnormal metabolic reaction of the mother is the result of 
increased activity of the posterior lobe of the hypophysis. 


The author wishes to thank Professor James Hendry of Glas- 
gow University and Dr. N. C. Wright for their assistance and 
advice during the experiment. 
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Prolonged First Stage of Labour 


By R. Curistie Brown, M.S., M.B. (Dur.), F.R.C.S. (Eng.), 
M.C.O.G. 


Obstetric Surgeon to the City of London Maternity Hospital; Hon. 
Surgeon to Out-patients at the Samaritan Hospital for Women; 
Assistant Obstetric Surgeon at the Jewish Maternity Hospital. 


For the purpose of this article, 360 cases of labour were analysed 
in which the first stage lasted 30 hours or longer. From this 
analysis it will be seen that these cases may be divided into two 
main groups: 

1. Those cases in which the membranes remained unruptured 
up to, or nearly up to, full dilatation of the os; 185 cases fell into 
this group. 

2. Those cases in which the membranes ruptured early in 
labour; 127 cases fell into this group. 


Forty-eight cases did not fall into either group. 

In all cases of prolongation of the first stage, with the mem- 
branes intact, it can be taken as certain that the head of the foetus 
is not extended and can pass the brim. In cases of obstructed 
labour the membranes will always rupture before full dilatation 
of the os. Whereas the presence of unruptured membranes indi- 
cates a well-flexed head and the absence of disproportion between 
the pelvis of the mother and the head of the foetus, the reverse 
does not hold true, since early rupture of the membranes may 
suggest, but does not always imply, obstruction. 

One hundred and eighty-five cases of labour in which the first 
stage lasted 30 hours or more and in which the membranes did not 
rupture until full dilatation of the os, have been investigated. The 
average length of the first stage in these cases was 44 hours. 

In 184 cases, the vertex presented. The remaining case was 
that of a breech presentation with extended legs in which delivery 
of a small foetus was spontaneous. 

One hundred and sixty-eight cases of labour ended in sponta- 
neous delivery; 17 patients were delivered with the forceps on 
account of prolongation of the second stage. In 166 cases the foetus 
presented with the occiput anteriorly and in 18 cases with the 
occiput posteriorly. 
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In 15 of the latter the occiput rotated to the front—r13 of which 
were delivered spontaneously, and two required delivery with 
the forceps. 

In two patients, the occiput rotated into the hollow of the 
sacrum, one being delivered spontaneously of a live child, weigh- 
ing seven pounds eight ounces, and the other was delivered with 
the forceps after a second stage of five hours 45 minutes, of a live 
child weighing seven pounds one ounce. 

In one case the rotation of the head was arrested and delivery 
was effected by manual rotation and with the aid of the forceps. 

There were six stillbirths, and the following table will show 
that in not one of these cases can the result be attributed to the 
type of labour: 


Macerated foetus... 4 cases. 

Anencephalic foetus ... 

Labour complicated by 
accidental haemorrhage I 


There were no maternal deaths and in only 10 cases was the 
puerperium morbid, but none of the patients was seriously ill. 
From an analysis of the above it will be seen that in cases 
in which the first stage is prolonged, while the membranes remain 
unruptured, a vertex presentation without disproportion may be 


anticipated and the result to the mother and child will be good. 
With early rupture of the membranes, however, the prognosis, 
both to the mother and the child is not so good, nor is a vertex 
presentation so certain, and even when the vertex presents, labour 
is more likely to be difficult. 
Early rupture of the membranes in vertex presentations ap- 
pears to occur under three conditions: 


1. In cases otherwise normal. 
2. In cases of disproportion. 
3. In cases of abnormal uterine action. 


In the majority of cases of early rupture of the membranes 
labour is unaffected, and ends spontaneously without prolonga- 
tion of the first stage. Such cases do not come into the scope of 
this article, which is meant to deal only with cases of prolonga- 
tion of the first stage, but it is interesting to note that in a series 
of 330 cases recently analysed, in which the membranes ruptured 
either at the onset of labour or at least 12 hours before full 
dilatation of the os, but in which no account was taken of the 
duration of the first stage, there were 225 cases in which labour 
ended spontaneously and without difficulty. 
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Of these 225 cases, the foetus presented with the occiput 
anteriorly in 200 and with the occiput posteriorly in 17. In all 
the latter cases, the occiput rotated spontaneously to the front. 
In six cases the foetus presented by the breech and in the two other 
cases the foetus presented with the occiput posteriorly and were 
delivered with the face towards the symphysis pubis. 

The average length of labour in these cases was 16 hours, the 
longest labour being 28 hours and the shortest being two hours, 
25 minutes. 

In such cases, disproportion is absent and after rupture of 
the membranes, the head descends and completely fills the lower 
uterine segment and itself acts as a dilator. Uncomplicated 
rupture of the membranes is thus of no clinical importance. 

The type of case now to be described, however, is that type in 
which the membranes rupture early and the first stage of labour 
is unduly prolonged. This type is frequently due to disproportion 
between the head on the one hand and the cervix and pelvis on 
the other hand. Consequently in every case of early rupture of 
the membranes, disproportion must be excluded. 

In this analysis, patients in whom gross diproportion necessi- 
tated Caesarean section have been purposely excluded as these 
cases are neither so difficult to diagnose nor to treat. Only those 
cases in which disproportion, if present, was minor in degree 
have been considered. In such cases the disproportion is 
frequently relative, due to the posterior position of the occiput and 
extension of the head. The head is prevented from descending 
into the lower uterine segment and so the valve action is absent. 
In this way the unsupported membranes have to withstand the 
full force of uterine contractions, with their consequent rupture. 
After rupture of the membranes, the cervix lacks a dilator and 
liquor escapes. In this way, as labour pains are, in part, reflex 
from distension of the cervix, a vicious circle is established; 
the uterus does not contract so vigorously, nor are the contractions 
so useful, since the os does not dilate and the sheet of cervical 
tissues lying below the head becomes nipped between the head 
and the brim. The cervix is not drawn up and obstruction to the 
descent of the head is increased. This sheet being nipped 
between the head and the brim, becomes oedematous particularly 
in the anterior lip, and increases obstruction still further. 

In some cases, if left alone after prolonged and difficult labour, 
the uterus succeeds in drawing up the cervical tissues above the 
head in much the same way, as pointed out by Gibbon 
Fitzgibbons,’ as a jersey is drawn up from a child’s body. 

These cases may be readily recognized clinically by the fact 
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that, on vaginal examination, a partially dilated cervix is 
found hanging loosely in the vagina, unfilled by the head which 
remains high, and does not descend during a contraction. The 
unsupported area of the head also develops a caput succedanuem 
but does not exhibit moulding. On abdominal examination, the 
uterus may present a retraction level and, as Bethel Solomons* 
points out, the height of this will be out of proportion to the 
size of the os. The bladder may be unduly prominent owing to 
its elevation as the lower segment stretches. 

As already stated, the cases referred to, are not those in which 
there is disproportion between the head and the pelvis after the 
cervix has been withdrawn, but only those cases in which there 
is minor disproportion between the head on the one hand and 
the cervix and pelvis on the other hand thus leading to obstruction 
from nipping of the cervical sheet of tissues owing to failure on 
the part of the uterus to draw up the cervix. Many of these cases 
end with high application of the forceps or craniotomy, while 
puerperal morbidity and stillbirth-rate are high. 

The foetus appears to suffer in three different ways: 

1. Owing to the escape of liquor, the placental circulation 
may become compressed between the uterine wall and the foetus. 

2. With preservation of the membranes, the foetal head is 
compressed against the lower uterine segment only during a 
contraction, pressure being released with its cessation; but with 
early rupture of the membranes, the foetal head is continuously 
compressed against the lower segment and the pelvic brim. 

3. There is the risk of an upward spread of infection through 
the liquor, giving rise to a transplacental septicaemia, and as a 
result the foetus may be either born dead, or die within a day or 
so after delivery. 

The majority of these. cases occur in primiparae of average 
growth and average measurements. 

If one could anticipate such a case, perhaps Caesarean section 
would be the treatment of preference but the majority are not 
diagnosed until many vaginal examinations have been made and 
the first stage of labour has been prolonged for 24 hours or more. 
There is one other objection to Caesarean section, namely that, 
in these cases, disproportion is hardly sufficient to warrant 
Caesarean section on subsequent occasions since it is frequently 
found that, in a second labour with a child of equal size but 
presenting with the occiput anteriorly, the termination is normal. 

In these cases if the os can be made to dilate and the cervix 
draw up, then good results can be obtained. Frequently this 
can be effected by substituting a rubber bag in place of ‘the 
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ruptured membranes. The bag not only supplies an artificial 
dilator but also reflexly stimulates contractions, and in many 
cases the cervix is taken up within a few hours. As soon as the 
os is dilated and the Cervix is withdrawn, the bag descends . 
into the vagina, when second stage pains appear. On removing 
the bag from the vagina, pains cease for a short time until 
the head descends, when they recur, thus the character of 
second-stage pains would appear to be reflex in origin from 
distension of the vagina. 


If the bag is removed when the os is fully dilated, a vaginal 
examination should be made to make sure that the head is fitting 
the brim and to exclude prolapse of the umbilical cord. 


As already pointed out, there are considerable risks to the 
foetus in cases of early rupture of the membranes and particularly 
in that type of case in which the first stage is prolonged and ob- 
struction results from the cervical sheet of tissues, the greatest 
of these being compression of the foetal circulation resulting from 
escape of liquor and the exertion of continuous pressure by the 
foetal head against the pelvic brim. 


Very frequently, on the introduction of the bag, an immediate 
improvement of the foetal heart can be heard. as the head is 


lifted into the uterus and relieved from pressure (see Cases 3, 6, 
and Br). 


In those cases in which the liquor has almost completely drained 
away, such a lifting of the foetus might serve only to compress 
the placental circulation more and might further endanger the 
life of the foetus. 

A balloon has been devised which will obviate their danger 
and which will permit of the introduction of a pint or more of 
normal saline into the uterus and thus diminish the pressure 
around the foetus. 

This balloon is introduced in the ordinary fashion and dis- 
tended with saline injected through tube A,—see diagram. When 
this is completed and the os is once more plugged with an artificial 
bag of membranes, about a pint of normal saline is injected 
through tube B into the uterine cavity, supplying the foetus 
with an artificial liquor and so relieving it from compression. 
The injection of saline into the uterus should be effected slowly 
and a careful watch kept of the mother’s pulse rate although in 
the few cases in which I have used the balloon I have never seen 
any ill effect. 

One hundred and twenty-six cases in which the first stage 
lasted over 30 hours, or more, and in which the membranes rup- 
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tured early in labour have been analysed. The average length 
of the first stage was 52 hours. 

Of these 126 cases the foetus presented with the occiput anteri- 
orly in 80 cases and with the occiput posteriorly in 42 cases and 
by the breech in four cases. 

Of the 80 cases in which the foetus presented with the occiput 
anteriorly, 45 were delivered spontaneously, 32 required delivery 
with the forceps and three of the labours ended in craniotomy. 


BE B. 


THE AUTHOR’S BALLOON. 


In 16 of these cases the puerperium was morbid and in six 
cases the foetus was stillborn due to the method of delivery. 

Of the 42 cases in which the foetus presented with the occiput 
posteriorly, nine resulted in spontaneous rotation and delivery. 
In one case the foetus was delivered spontaneously with the face 
towards the symphysis pubis. In 29 of these cases rotation was 
arrested, and it was necessary to rotate manually and deliver 
with the forceps. In two cases the foetus was delivered with the 
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face towards the symphysis pubis with aid of the forceps and one 
case was delivered by craniotomy. In 14 of these cases the puer- 
perium was morbid and five resulted in fresh stillbirths. 

Of the four cases in which the foetus presented by the breech, 
three resulted in fresh stillbirths, one after perforation of the after- 
coming head. In one case the puerperium was morbid. 

These cases were taken consecutively from the reports of the 
City of London Maternity Hospital. It is not intended to imply 
that all of them, or even the majority, fell into the group of cases 
of minor disproportion. When it has been possible to get data, 
in the majority of cases the head was able to descend into the 
pelvis and fill the lower segment, but the majority of the cases in 
which the foetus was stillborn, was of this type of minor dispro- 
portion. 

Below is found a table comparing the results of cases of pro- 
longed first stage, with and without early rupture of the mem- 
branes. From this table it will be seen that the results to both the 
mother and the foetus are very much worse in those cases in 
which the first stage of labour has been prolonged with early 
rupture of the membranes. 


Without With 
rupture of rupture of 
the membranes ° the membranes 


Total number of cases sae es SOS 126 

Spontaneous delivery ... + 3168 (91 per cent) 55 (43 per cent) 
Instrumental delivery 17 (49 ) 71 (57 
Stillbirths due to method of delivery o (0 ) 
Anterior presentation of vertex ... 166 (go e ) 86 (63 oe 
Posterior presentation of vertex 18 (10 is ) ) 


42 (33s 


It is to be clearly understood that the use of the balloon is 
limited to those cases in which, when the membranes rupture, the 
foetal head is unable to descend and apply itself to the lower 
segment. In the majority of cases of early rupture of the 
membranes, even in those in which the first stage is unduly 
prolonged, there is not any disproportion. The head descends 
and distends the lower segment and itself acts as an efficient 
dilator, so that a useful purpose could not be served by the intro- 
duction of the balloon. Delay in these cases appears to be due 
to some abnormal uterine action. The patient either has feeble 
pains, or suffers more or less continuous pain without good con- 
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tractions. The membranes rupture early and, after a prolonged 
first stage it is frequently necessary to complete dilatation 
manually and apply the forceps on account of signs of foetal 
distress. The majority of these cases occur in elderly primiparae 
and I am under the impression that I have seen more cases 
among Jewesses than Gentiles. 

The intra-uterine balloon appears to act only as a dilator of 
the os and does not directly influence the withdrawal of the cervix. 
In those cases in which uterine contractions are normal, but when 
withdrawal of the cervix is hindered because it is nipped between 
the head and the brim, the introduction of the balloon will not 
only aid the dilatation of the os but will also allow the cervix to 
be withdrawn. In cases of abnormal uterine action, however, if 
the balloon be introduced it acts merely as a mechanical dilator, 
and after several hours it may pass into the vagina through a 
fully dilated os, but with the cervix still hanging loosely in the 
vagina. In such cases there is danger of the head failing to 
follow the balloon and fit in this cervical sleeve, increasing the 
risk of prolapse of the umbilical cord. (See Case B 1). 

From a study of those cases in which I have used the balloon, 
it would appear that withdrawal of the cervix is part of the nor- 
mal uterine action, and the use of the balloon, no matter how 
efficient it may be as a dilator of the os, is of no use as an aid to 
withdrawal of the cervix unless employed in cases in which uterine 
action is normal. 

Even in cases of abnormal uterine action the use of a balloon 
will increase the speed of dilatation of the os, but in these cases 
there is always an increased danger of prolapse of the umbilical 
cord from failure of the head to follow the descent of the balloon 
(See Case B 1.) 

A case of abnormal uterine action which I have seen recently 
is of interest. It is not included in the series already analysed. 


The patient, a primipara, aged 31, a Jewess, was seen 12 hours after the 
onset of labour. The membranes had ruptured at the commencement. The 
contractions were very severe and almost continuous. Examination showed 
the os to be dilated to the size of a florin with the head well down and 
filling the cervix. Hyoscine was given. Ten hours later the head presented 
at the vulva with the cervix which had been amputated circularly at the 
cervico-vaginal junction in front of it. Delivery with the forceps resulted 
in the extraction of a live child weighing six pounds four ounces. 


There is yet a third type of case which is occasionally met 
with and it appears to be a combination of the two types previ- 
ously mentioned. In this type there is minor disproportion as 
well as abnormal uterine action. Delivery of a live child by the 
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vagina is almost impossible and there appears little doubt that a 
lower uterine segment Caesarean section is the best treatment. 
Below are appended the brief details of nine cases not included 
in those already mentioned, which were treated by the introduc- 
tion of the balloon. 


A. When the delay was due to disproportion between the head, 
on the one hand, and the cervix, and the pelvis on the 
other hand. 


Case I. A primipara, aged 30. Prolonged first stage (go hours), with 
ruptured membranes. Balloon was inserted when the os was dilated to the 
size of half a crown. Spontaneous delivery seven hours later of a live child. 


Case II. A primipara, aged 28. Prolonged first stage (48 hours) with 
ruptured membranes. The balloon was inserted for foetal distress when 
the os was dilated to the size of a five-shilling piece. Vertex delivery eight 
hours later of a live child. 


Case Ill. Primipara, aged 26. Prolonged first stage (70 hours) with 
ruptured membranes. Os dilated to the size of a half-crown. Foetal distress. 
Foetal heart detected only with difficulty. Immediately after insertion of 
the balloon the foetal heart improved. Six hours later the balloon was 
expelled through a fully dilated os. After a second stage of four hours, 
foetal distress was again noted. The forceps was applied. Foetus stillborn. 

CasE IV. Primipara, aged 42. Prolonged first stage (28 hours). 
Ruptured membranes. Os dilated to the size of a florin when the balloon 
was introduced. Ten hours later the balloon was expelled through nearly 
a fully dilated os. Eight hours later delivery of a live child. 


Case V. Primipara, aged 25, prolonged first stage (41 hours). Early 
rupture of membranes, os dilated to the size of a florin. Small balloon intro- 
duced. Spontaneous delivery of a live chiid 14 hours later. 


Case VI. Primipara, aged 28. Prolonged®first stage (42 hours). Early 
rupture of the membranes. Os dilated to the size of a florin. Foetal dis- 
tress. Discharge of thin meconium and feeble pulse. The balloon was intro- 
duced. Twelve hours later spontaneous delivery of a live child. 


Case VII. Primipara, aged 26. Membranes ruptured after 24 hours 
labour. Os dilated to the size of a florin. Head not filling the cervix but 
contractions normal. The balloon was inserted and was expelled five hours 
later. Spontaneous delivery of a live child weighing seven pounds two 
ounces, three hours after, expulsion of the balloon. 


B. When the head can pass the brim and fills the lower segment 
and delay is due to abnormal uterine action. 


Case I. The patient, a primipara aged 41, was seen after three days 
labour with the membranes being ruptured from the commencement. 
Examination under an anaesthetic showed the os to be dilated to the size 
of a florin; the head could pass the brim and distend the lower segment. 
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The foetal heart was heard only with difficulty, and, as there had been a 
continuous drain of liquor for three days, it was decided to introduce the 
balloon and some saline into the uterus. Fifteen ounces of saline were 
introduced into the amniotic cavity, and, within 10 minutes, the foetal heart 
was heard beating at a rate of 140 per minute. Fifteen hours later the 
balloon was expelled into the vagina through a fully dilated os, but the 
cervix, which was not withdrawn, still hung as a sleeve in the vagina. 
The umbilical cord prolapsed, but was immediately pushed back, and the 
forceps was applied to the head which remained high. A live child, weigh- 
ing six pounds was delivered. There was not any moulding of the foetal 
head, and the perineum was not torn. These facts are mentioned to show 
that there was not any disproportion, and that the delay in the first stage 
was the result of an abnormal action of the uterus. 


Case II. Primipara, aged 34. After 38 hours labour in which the con- 
tractions were painful but ineffective, with the membranes being ruptured 
from the commencement of labour, the os dilated to the size of a florin, 
and the head filled the lower uterine segment; the balloon was inserted and 
was expelled six hours later through a fully dilated os, but the cervix was 
not withdrawn. Three hours later it was necessary to deliver the head, 
which was in the pelvic cavity, with the forceps, because of foetal distress. 
Delivery of a live child weighing six pounds five ounces resulted. 


CONCLUSIONS. 
1. Cases in which the first stage is prolonged may be divided 
into two clinical groups: 
(a) Without rupture of the membranes. 
(b) With rupture of the membranes. 


2. When the membranes remain unruptured a normal vertex 


delivery may be anticipated without injury to the mother or the 
foetus. 


3. When the membranes rupture early, the prognosis to 
mother and foetus is not good. 


4. When the membranes rupture early one of three causes 
may be anticipated: 
(a) Disproportion. 
(b) Abnormal action of the uterus. 
(c) A combination of (a) and (6). 


5. When disproportion results from the nipping of the cervix 
between the head and the pelvis good results can be obtained 
by introducing an india-rubber balloon. 


6. The introduction of the balloon in cases of abnormal 
uterine action will serve only to dilate the os and will not influence 
the withdrawal of the cervix. 
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7. When there is abnormal uterine action, e.g. inertia and 
disproportion, lower segment Caesarean section offers the best 
hope of obtaining a live child. 


8. A balloon has been described which will allow the intro- 
duction of normal saline into the amniotic cavity in cases in which 
the liquor has drained away and the foetus is showing signs of 
pressure. 


g. An attempt has not been made to define abnormal uterine 
action, which has been used as a general term. 


ro. Only the treatment of patients, first seen after labour has 
been unduly prolonged, has been dealt with and an attempt has 
not been made to discuss the prophylactic treatment when pro- 
longation of the first stage may be anticipated. 
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A Consideration of the Treatment of Pregnancy 
complicated by Cardiac Disease. 


By Hector R. MacLennan, M.D., Ch.B. (Glas.), M.C.O.G. 


Extra Dispensary Surgeon, Royal Samaritan Hospital for 
‘ Women, Glasgow. 


CONSIDERABLE controversy exists as to what constitutes adequate 
treatment of the pregnant woman suffering from cardiac disease. 
One of the reasons for divergence of opinion lies in the fact that 
there is no universally accepted classification of cardiac damage. 
A similar lesion, e.g. mitral stenosis, may produce many differ- 
ent clinical states and, therefore, the treatment of cases of mitral 
stenosis will inevitably produce different results. 

On making personal observations on I13 consecutive cases of 
pregnancy complicated by cardiac disease, the writer adopted 
as a classification the American Heart Association’s Functional 
Classification as follows. 


Crass I. 


Includes all women suffering from organic heart disease and able to 
carry on physical activity without discomfort. 


Crass II. 
Women suffering from organic heart disease and unable to carry on 
ordinary physical activity without discomfort: 
(a) Activity slightly limited (these women rarely show signs of con- 
gestive heart failure or active infection). 


(b) Activity greatly limited (these patients show signs of congestive 
failure). 


Crass III. 


Women suffering from organic heart disease who show definite 
symptoms of heart failure when at rest. 


This classification is intended to group patients having 
similar clinical symptoms and has already been adopted by such 
authorities as Pardee,’ McIlroy and Rendel.’ 

The Table below shows the distribution of patients in their 
appropriate functional groups, and also the pathological lesions 
from which they suffered :— 
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Functional Classification of Primigravidae in the Series of Cases 
Investigated. 


Class Class Class Class Total 


Lesion or cardiac state I TIA =IIB_ Ill 
Mitral incompetence 4 3 - 10 
Mitral stenosis and mitral I 5 I 8 
Aortic incompetence and mitral stenosis... 1 I 
Aortic incompetence and mitral 

Auricular fibrillation - 2 2 
Paroxysmal auricular fibrillation ou ae I - - I 
Tachycardia (hyperthyroidism) I - - 
Gestatory murmur 


Functional Classification of Multiparae in the Series. 


Class Class Class Class Total 
Lesion or cardiac state I IIA IIB_sidIil 


Mitral stenosis = I 22 
Mitral incompetence 17 10 30 
Mitral stenosis and mitral incompetence 2 5 6 2 15 
Aortic incompetence I I I 3 
Aortic incompetence and - 3 3 
Aortic incompetence and mitral 

Auricular fibrillation - - 4 4 
Myocarditis - I I 
Angina Pectoris I 


Totals 29 37 8 80 


Having divided the cases into these four groups, the treatment 
meted out to each group was considered, and an endeavour has 
been made to adduce from the results the most suitable form of 
treatment for each individual group. The antenatal treatment 
in all cases was largely medical and conservative. Two patients 
only were treated surgically, i.e. by termination of pregnancy 
in the early months. The basis of the medical treatment was 
rest in bed. When adventitious factors, such as bronchitis 
or pyelitis, existed, these were attended to and in some cases, in 
which a prolonged period of rest was necessary, remedial exer- 
cises were found to be of value in preparing the patient for the 
inevitable strain of labour. In certain cases, particularly those 
in Group III, in which auricular fibrillation existed, massive 
digitalis therapy proved beneficial. The administration of glucose 
by the mouth was a feature of medical treatment. 
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The mode of delivery and treatment in labour varied even in 
patients of the same Group, as shown in the succeeding Table: 


Modes of Delivery in Primipara and in Multipara in the Series: 


Class I Class ITA Class IIB Class III 
Primi- Multi- Primi- Multi- Primi- Multi- Primi- Multi- 
parae parae parae —parae parae parae parae parae 


Spontaneous (Atterm ... 15 4 14 3 

delivery | Prematurely 8 2 2 <a 2 
: | Spontaneous I 

Induced = 

Surgical induction of 

premature labour 

Forceps or (At term 

craniotomy ( Prematurely 

Manual extraction of breech 

Abdominal hysterotomy 

Undelivered 

Caesarean section At term ... 

forcardiac disease Before term 

Caesarean section for 

contracted pelvis, etc. 


= I - ee 


1 Child died. 
* Twins died in one of these cases. 


’ Caesarean section for contracted pelvis, not cardiac disease (sterilization performed). 
‘ Craniotomy performed in one of these cases. 

Irregularly dismissed. 

Died undelivered. 


In Group I the primiparae and multiparae were little, or 
not at all, disturbed by labour, the vast majority being delivered 
spontaneously. Among the primiparae in Group IIA 60 
per cent had spontaneous deliveries, while 30 per cent were deli- 
vered with the forceps. The latter operation was performed 
to save the patient the strain of the second stage of labour. The 
multiparae, as might be expected, showed a similar rate of 
normal deliveries, namely 79 per cent. In the 29 cases in Group 
IIA, two patients were delivered by Caesarean section, followed 
by sterilization at term, and one before term. 

In Group IIB in which the patient’s activity has been greatly 
limited by her cardiac state, the analysis is most interesting. 
Among the primiparae 46 per cent had spontaneous deliveries 
(two being premature labours). The forceps was applied in 23 
per cent and Caesarean section and sterilization were performed 
in 23 per cent, while one pregnancy was terminated in the early 
months. In the multiparae in the same Group, 43 per cent 
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delivered themselves spontaneously, 11 per cent were delivered by 
the forceps, and 38 per cent were delivered by Caesarean section. 
Sterilization being performed after delivery of the child. 

In Group III (the Group in which heart failure was 
established), the numbers are too small to justify quoting per- 
centages, but it is noteworthy that two Caesarean sections were 
performed on primigravidae and two on multiparae before 
term. When anaesthesia was necessary, the anaesthetic varied 
with the accoucheur in charge. Some patients received 
chloroform only, others nitrous oxide and oxygen, and others 
spinal anaesthesia: ether was eschewed by all. 

The prematurity rate among those cases delivered spontane- 
ously was 25 per cent (16 out of a total of 64). This figure is 
roughly similar to those obtained by such continental authorities 
as Fellner® and von Jaschke.* 

The results of the various modes of delivery are now considered 
in the particular Groups. An indication of these is given in the 
following Table : — 


Table Correlating Modes of Delivery and Fatal Cases. 


Mode of Group I Group ITA Group ITB Group II All Group 
Delivery Cases Deaths Cases Deaths Cases Deaths Cases Deaths Cases Deati< 


Spontaneous 
delivery 
Caesarean 
section 
Undelivered nil 
Other forms of 
delivery in which 


there were not any 
deaths 3 nil 6 


* One case was irregularly dismissed. 


As would be expected, there are no deaths in either of the 
Groups I or IIA. The mode of delivery in these first two Groups 
is of little importance, as the patient is able to withstand the strain 
of any form of delivery without serious danger to life. It must 
be admitted, however, that owing to the progressive nature of 
cardiac disease, these patients may in subsequent pregnancies 
become seriously embarrassed and, therefore, Caesarean section 
with sterilization as an alternative to spontaneous delivery merits 
serious consideration. Lennie*® has shown a comparatively low 
mortality rate after this procedure in suitably selected cases. 

In Group IIB, 22 patients delivered themselves spontaneously 
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and thereafter two died. Sixteen patients in the same Group 
underwent Caesarean section and sterilization and two died. 
Although the figures are small they comprise 38 cases of similar 
type, and the mortality rate, after the latter method of delivery, 
compares unfavourably with that of the former. 


The justification for the operation of Caesarean section in 
patients of this Group is, in the writer’s opinion, open to question. 
The treatment of patients in this Group would appear to depend, 
to some extent, upon how far pregnancy has advanced when they 
are first seen by the obstetrician in charge. After the eighteenth 
and twentieth weeks, when an enlarging uterus has interfered with 
diaphragmatic action, any surgical interference presents certain 
difficulties. When respiration is embarrassed and signs of com- 
mencing cardiac failure are apparent, the shock of a surgical oper- 
ation combined with the sudden emptying of a large abdominal 
viscus is considerable, and the effect of surgical anaesthesia upon 
such a case cannot be overlooked. The divergence of opinion 
upon the question of the anaesthetic in this condition suggests 
that all anaethetics have disadvantages. On the other hand, con- 
servative treatment involves the strain of labour. This strain can 
often be undertaken without undue risk as witnessed by the large 
number of patients who successfully accomplish spontaneous de- 
livery. In this respect it is of considerable importance to note that 
labour in a patient suffering from cardiac disease is frequently 
short and often precipitate. In the series under review the duration 
of labour was noted and it was found that the average duration of 
labour in primiparae was slightly less than eight hours and in 
multiparae six hours. The longest labour in a primipara lasted 
22 hours and the shortest was precipitate, being completed in an 
hour. Among multiparae the longest labour was 21 hours and 
the shortest one and a half hours. <A cogent factor in the 
shortening of these labours was undoubtedly the high prematurity 
rate, although it is possible that a more obscure factor is in 
operation. Therefore, if the forceps is applied early in the 
second stage, strain is, to an even greater extent, alleviated. 


If, however, patients in Group IIB or III are seen by the 
accoucheur in the early months of pregnancy, before the growing 
uterus has embarrassed respiration, the problem is a different 
one. Here there appears to be some justification for surgical 
termination of the pregnancy and sterilization, especially in the 
case of the woman who has already borne children. 


Considering finally the treatment of those in Group III, these 
patients show a poor response to any form of treatment. Un- 
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doubtedly many of the fatalities in this Group could be averted 
if the patients were under adequate care early in their pregnancies. 
Many patients who are in Group IIB early in pregnancy, and 
whose pregnancy might then be terminated with a reasonable 
degree of safety, progress to the later months and fall into Group 
III with established cardiac failure. From observations on the 
series, it was found that the varying degrees of cardiac failure 
evinced themselves in the majority of cases early in pregnancy. 
The most severe cases, as would be expected, broke down early. 
It would be wise, therefore, to treat these cases by surgical termi- 
nation before their pregnancies advance and the concomitant 
cardiac failure renders surgical risk too great. 

The reasons which militate against Caesarean section as a 
mode of treatment in cases in Group IIB apply still more 
forcibly to cases in Group III. Such cases are generally con- 
sidered poor operative risks and it is only performed as a last 
resort. Those cases in this Group which have survived a delivery 
per vias naturales prove that the operation is not a last resort. 

The Departmental Committee of Maternal Mortality and Mor- 
bidity have shown that cardiac disease is responsible for five per 
cent of the maternal deaths from all causes. In an investigation 
into institutional maternal mortality Professor Munro Kerr and 
the writer’ found that 7.7 per cent of all fatalities in the Glasgow 
Royal Maternity Hospital, over a period of five years, were due 
to this condition. It is, therefore, evident that the problem merits 
very serious consideration. Moreover, when the patients whose 
hearts are affected go through pregnancy and confinement success- 
fully, the question of their future disablement is of some moment. 


I wish to thank the Chief Obstetric Surgeons of the three 
Units of the Royal Maternity & Women’s Hospital, Glasgow: 
Professor J. M. Munro Kerr, Dr. S. J. Cameron and Professor 
James Hendry for their kindness in giving me access to the 
patients under their care. 
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The Pathology of Ovarian Tumours. 
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F.C.0.G. 


Assistant Physician Accoucheur, St. Bartholomew’s Hospital. 


ORIGIN OF OVARIAN TUMOURS. 


OF all the pathological problems which have any bearing on 
the human ovary, the origin of the ovarian neoplasms is the 
one which is the most unsatisfactory. The essential difficulty is 
that the majority of ovarian neoplasms are epithelial tumours, yet 
epithelial elements are not contained in the normal adult ovary 
except the surface epithelium. 

The problem is one which has of necessity received considerable 
attention and’ painstaking and laborious researches were carried 
out by Doran and Pfannenstiel many years ago. These researches 
never received full recognition, for both workers were conscious 
of the difficulty of the problem and neither put forward his views 
with any great enthusiasm. 

In 1920, Goodall put forward the view that the majority of 
ovarian tumours arise from embryonic rests in the substance of 
the ovary and this point of view has received considerable recog- 
nition in this country and is accepted in most English textbooks 
of Gynaecology. 

It is probably true to say that modern pathology frowns upon 
the conception of the origin of tumours from embryonic rests. In 
the case of the human ovary such embryonic rests, if ever present, 
must be extremely rare. In an examination of a large number of 
adult human ovaries, in many of which the ovaries were examined 
by serial sections, I have never been able to demonstrate any evi- 
dence whatsoever of foetal inclusions. 

‘Although Goodall’s paper dealt with comparative morphology 
and embryology, the human material examined did not afford 
any evidence for the conclusions which he reached. 

‘In fact if all the work that has yet been done on the origin of 
ovarian neoplasms is subjected to a critical survey, one becomes 
very conscious of the inaccuracies it contains. 
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In dealing with this problem I have attempted to attack it 
01 parely scientific liaes. Ia the first place, so\much contradictory 
material has been written upon the embryology of the human 
ovary that it was felt that further researches were required to 
cetermiiae whetaer there was any evidence of a possibility of 
foetal inclusions being incorporated in the human ovary, from 
which the ovarian neoplasms might subsequently arise. Secondly, 
researches have been carried out upon specimens of very early 
ovarian tumours to analyse the methods by which such tumours 
develop. 

The results of these researches will now be described. 


_ EMBRYOLOGY OF THE HuMAN Ovary. 

Material. I have examined Io foetal ovaries by serial sections. 
The ages of the foettis varied from the sixth week until term. In 
addition, I have examined the ovaries of many stillborn foetis 
and six specimens of the ovaries of children younger than the 
age of puberty. The specimens have allowed the embryology of 
the human ovary to be investigated with a fair degree of accuracy. 
I have used Carnoy’s fluid for fixation. The specimens of the 
foetal ovaries were all obtained fresh and excellent preparations 
were obtained. 

The embryology of the human ovary was found to be a much 
more difficult subject than the usual descriptions suggested and 
I have therefore thought fit not to go into great detail, but to 
indicate the general principles of the development of the ovary. 

‘The genital ridge is differentiated from the inner surface of 
the intermediate cell mass. In its earliest stages it is covered by 
germinal epithelium, beneath which lies primitive mesenchymal 
tissue. Laterally lies the primitive Miillerian duct and posteriorly 
and laterally the Wolffian body. The sex of the foetus can 
be recognized about the sixth week, for in foettis of about 15 mms. 
long the primordial sex cells of the testis arrange themselves 
radially from the germinal epithelium. In primitive ovaries of 
this age a cortex and a medulla already can be recognized. Com- 
paratively early, mesenchymal tissues grow in the medulla of 
the genital ridge so that a cortex and a medulla can be differenti- 
ated. 


PFLUGER’S TUBULES AND THE MEDULLARY CoRDS OF KOLLIKER. 

The next stage in the development of the ovary is the produc- 
tion of the downgrowths from the germinal epithelium. In Man, 
the downgrowths do not assume the form of tubules but consist 
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of solid masses of cells. These medullary cords can be demon- 
strated in embryos of from 20 to 80 mms. in Kopf Fuss Lang and 
their production is limited to the first three months of intra-uterine 
life. The medullary cords consist of cells similar to those of the 
germinal epithelium, together with primordial ova.’ 

‘The medullary cords are separated from the rete ovarii and 
from the Wolffian body by mesenchymal connective tissues. There 
is no suggestion whatsoever that the medullary cords are in any 
way related to the epodphoron part of the Wolffian system. 
The two systems are invariably clearly separated by mesenchy- 
mal tissues. 

There is no greater error in the commonly presented theories 
of the origin of ovarian neoplasms than the suggestion that the 
medullary cords of v. Kolliker are continuous with the tubules of 
the epodphoron. I have endeavoured to trace the origin of 
this misconception. It was published in Waldeyer’s monograph 
‘“‘Fierstock und Ei’’ and was based upon observations which 
v. Kolliker had made upon the foetal ovary of the bitch in 1874. 
v. Kolliker’s work was disproved as long ago as 1885 and it is 
to be deprecated that recent workers on the origin of ovarian 
tumours have not availed themselves of the modern contributions 
tc the embryology of the ovary. 


The medullary cords differ essentially in their histology from 
the tubules of the Wolffian system, for they consist of masses of 
feebly staining cells with no suggestion of the formation of tubules, 
whereas the tubules of the Wolffian system can soon be recognized 
as such, by their frankly tubular character and by the deeply 
staining cells of which they are composed. The primordial ova of 
the medullary cords differ from the oocytes of later inclusions in 
that there is never any suggestion of the formation of primordial 
Graafian follicles. These are arranged irregularly in groups and 
are surrounded by the mesothelial cells of the germinal epithelium. 


The fate of probably all the oocytes of the medullary cords is 
degeneration and retrogression. Even as early as the third 
month degeneration can be demonstrated in the oocytes in the 
form of pyknosis and this process involves the cells of the medul- 
lary cords as the growth of the ovary proceeds. Personally I am 
not convinced. that relics of the medullary cords can still be found 
in children in the early vears of life. This, however, is a question 
of detail, for it is now generally admitted that degeneration during 
intra-uterine life is the fate of the greater part of the medullary 
cords. 

During the third month of intra-uterine life a fresh system of 
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sex cells begins to become differentiated and it is from this 
system that the primordial follicles of the ovary arise. The cells 
probably arise in the main by downgrowths trom the germinal 
epithelium. This origin can easily be demonstrated, but there is 
strong evidence that some primordial follicles develop in the 
substance of the ovary independently of the medullary cords, 
and Felix was of the opinion that such cells arise from the cells 
of the primitive core of the genital ridge. The production of 
the second system of sex cells is at its maximum between the 
third and the fifth months of intra-uterine life, although there is 
reason to believe that the process may continue until the seventh 
month. 


‘At this stage in the development of the ovary there is a 
gradual replacement of the medullary cords by the second system 
of sex cells.’ This replacement is assisted by proliferation of the 
connective tissues which grow up from the medulla, surround 
both the medullary cords and the primordial follicles and eventu- 
ally form a tunica albuginea beneath the germinal epithelium. 


The production of downgrowths from the germinal epithelium 
can be demonstrated in the ovaries of the newborn but only 
irregularly; the bulk of the downgrowths develop only during the 
third, fourth and fifth months of intra-uterine life. 

The most striking feature of the development of the ovary is 
the large number of sex cells which undergo degeneration. Pro- 
bably all the cells of the medullary cords retrogress in this way 
and a large number of the cells of the second system as well. 

This short account of the embryology of the ovary allows the 
following conclusions to be drawn: 

1. There is no evidence that any part of the Wolffian system 
is incorporated in the ovary during its development. 

2. Retrogression of the medullary cords begins early in intra- 
uterine life. Except in the early weeks of development, the 
medullary cords do not display any activity. They do not give 
rise to the primordial follicles or ova of the ovaries of the new- 
born. 

It is now necessary to discuss the question whether embryology 
offers any clue to the aetiology of ovarian neoplasms. It is clear 
that all normal structures in the ovary, with the exception of 
connective tissues and vessels are originally derived from the 
germinal epithelium and to this structure therefore must the 
origin of ovarian neoplasms finally be attributed. 

Whether such tumours can be said to arise from relics of 
the medullary cords or from the later downgrowths of the germinal 
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epithelium is pure hypothesis. In the first place, there is no 
reliable evidence that embryonic rests of the medullary cords are 
ever found in the adult ovary, and it is unscientific to attribute the 
origin of ovarian neoplasms to them. In any case such rests 
cannot consist of tubules. In the human foetus tubular down- 
growths have not been described; both the medullary cords and 
the medullary downgrowths consist of column cells. And as there 
cannot be any tubules there cannot be any epithelium from which 
the tumours can be supposed to arise. 

These considerations imply that the concept of ovarian tumours 
arising from foetal rests within the ovary is unsound. The argu- 
ment might conceivably receive support if epithelial bearing 
tubules were ever found in the developing ovary, but as I have 
shown there is no evidence of this. Again, to attribute the origin of 
ovarian neoplasms to rests of the medullary cords is scientifically 
unsound. Embryology shows that the fate of the medullary cords 
is retrogression during intra-uterine life. There is no evidence that 
such rests can ever be demonstrated in the adult human ovary. 
The hypothesis of the origin of ovarian neoplasms from embry- 
onic rests savours of the nineteenth century. It does not with- 
stand critical analysis and, as I have shown, has no embryological 
evidence in its favour. From a careful survey of the evidence 
available I have no hesitation in rejecting the hypothesis. 

This destructive criticism may have a certain scientific value, 
but the origin of ovarian tumours is still unexplained. I have 
taken the view that the correct method of dealing with the problem 
is to analyse the histological features of very early specimens of 
ovarian cysts. This investigation allows certain facts to be 
established. The significance of these facts is purely conjectural 
and I have, therefore, not elaborated along purely theoretical 


lines, for to do so is to presume upon modern knowledge of tumour 
formation. 


CYSTOMA OVARII SIMPLEX AND CYSTADENOMA OVARII 

SEROSUM PAPILLARE. 

These tumours are either unilocular or are composed of but a 

few loculi. They never consist of a large number of loculi. Their 
structure is therefore simple: 

I have collected together and examined a series of no fewer 

than Io specimens in which the tumour was less than one inch in 


diameter. In all cases the tumour had the typical structure which 
I have already described. 
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NAKED EYE FEATURES OF THE SMALL CYSTOMATA. 

1. The tumours never arise from the hilum of the ovary and 
one never sees a normal ovary stretched out over the whole of the 
periphery of the cyst. 

2. The tumour invariably arises in the substance of the ovary. 

3. In small cysts the tumour is attached eccentrically. In 
cysts more than one inch in diameter the ovarian tissue proper is 
thinned out over one side of the wall. 

4. The wall of the cyst is always thin on its peritoneal aspect. 


Histology. 


It is my belief that both simple cystomata and the papillary 
serous cystadenomata arise from downgrowths of the surface 
epithelium of the ovary. 

Evidence. It is extremely common to find small cystic spaces 
lined by columnar or cubical epithelium in the outer layers of the 
cortex of the normal ovary. I have computed that such cysts are 
present in 95 per cent of ovaries of women in the child-bearing 
period of life. The cysts are smal! and are not visible to the 
naked eye. 

The cysts undoubtedly arise through downgrowths of the sur- 
face epithelium of the ovary. This view is borne out by their 
appearance, for the cells are similar to those of the surface epithe- 
lium and frequently they rest upon a layer of hyaline tissue just 
as do the cells of the surface epithelium of the ovary. 

The surface epithelium of the ovary may undergo considerable 
hypertrophy in various circumstances. For example, in pregnancy 
it becomes columnar. In inflammatory lesions and in cases of 
adhesions round the ovary, e.g. in cases of ectopic gestation and 
chocolate cysts, the epithelium is not only columnar, but fre- 
quently proliferates to form pseudo-glands among the adhesions. 
Again, in senile ovaries the surface epithelium may become active 
independently of the presence of adhesions, and irregular projec- 
tions may be forined. In some cases papillomata are produced 
which are histologically identical with the papillomata of the papil- 
lary serous cystadenomata. This relation is fundamental, for 
it strongly suggests that there must be some association between 
such cystadenomata and the surface epithelium of the ovary. 

The cysts in the outer layers of the cortex of the ovary are un- 
doubtedly produced by invaginations from the surface epithelium. 
To investigate the mode of production I have cut serial sections 
of such specimens. It has been possible to prove that such cysts 
possess a prolongation towards the surface of the ovary, and it is 
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difficult to resist the conclusion that these cysts are formed as a 
result of invaginations from the surface epithelium which have 
been shut off trom the peritoneal cavity by occlusion ot the mouths 
of the invaginations. In other cases it is easy to demonstrate the 
invagination during its formation. Such invaginations are very 
common. 

The epithelium is probably responsible for the production of 
the secretion which is contained in these cysts. The interesting 
question arises why such epithelium does not become flattened by 
the presence of pent-up secretion. Probably the epithelium is 
inherently active. The epithelium of the surface of the 
ovary and of the small cysts in the cortex may become ciliated 
if itassumes a columnar form. The histology is difficult, but cilia 
have been demonstrated both in the surface epithelium and in 
the epithelium of the small cysts. 

This evidence favours very strongly the idea that the cystoma 
simplex and the cystadenoma papillare serosum arise from down- 
growths of the surface epithelium. 


Up to the present I have only considered the characters of 
the surface epithelium and the formation of the common small 
cysts in the ovarian cortex. The question now arises whether there 
is direct evidence that the ovarian cysts named above arise from 
the small cysts in the cortex of the ovary. The question can be 
answered only by a study of very early tumours. 

The matter is not so simple as one would wish, for, when small, 
the usual cystoma ovarii simplex differs in some respects from the 
cortical cysts. A very early cystoma half an inch in diameter is 
always surrounded by a well-marked fibrous tissue capsule and 
very frequently the epithelial lining is flattened in some part of 
the wall. In spite of this, the evidence is very strong that the 
tumours arise from the cortical cysts. As I have shown, early 
tumours can be proved to arise in the cortex and they are lined 
by an epithelium which is identical with that of the cortical cysts 
and is peculiarly ciliated. 


The most conclusive evidence, however, was obtained from 
the examination of a specimen one-third of an inch in diameter. 
The whole ovary was cut by serial sections. In the cortex the usual 
cortical cysts were seen, but in one area a small collection had 
become dilated and, as is usual, had become surrounded by fibrous 
tissue. One of the cysts was now producing papil omata in its wall, 
in exactly the same way as early papillomata are produced in 
serous papillary cystadenomata. I have examined the literature 
very carefully and it seems that the specimen is unique. It was 
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possible to prove by serial sections that the cysts were originally 
derived from downgrowths of the surface epithelium and the full 
examination allowed the origin of the tumour to be traced without 
any doubt to the surface epithelium of the ovary. 

The specimen offers, therefore, conclusive proof of the origin 
of such tumours. It also brings out the relation of papillary 
serous cystadenomata to the simple cystomata. Both types of 
tumour are therefore morphologically related and as I have 
shown, have similar age incidences and similar properties in 
almost all respects. 

Evidence was not obtained to show what the stimulus to 
tumour formation might be. There was not any evidence of inflam- 
matory processes at work in the ovary. Beyond attributing the 
origin of the tumours to the surface epithelium I have no explana- 
tion to offer for the cause of their development. 

It is interesting to recall the invaginations which are produced 
by the germinal epithelium of the ovary during intra-uterine life. 
The concept of invaginations from the surface epithelium of the 
adult ovary indicates that this property is merely a repetition 
of processes which are normal to the embryo. 


PSEUDOMUCINOUS CYSTADENOMA. 


The problem of the origin of these tumours is one of very 
considerable difficulty. It is extremely rare for early specimens 
of these tumours to be obtained and an examination of such 
specimens leads to the belief that the origin of the tumours 
cannot easily be accounted for. I have thought it best to describe 
the three specimens I have obtained and subsequently to discuss 
the significance of the findings. 

The specimens measured one and a half, one and a half and 
two inches in diameter. In all three cases these dimensions were 
determined by a few relatively large loculi. In all three cases the 
active area of the tumour was less than a quarter of an inch in 
diameter and in one case it was microscopical. The examination of 
the active areas is the basis from which the following descriptions 
are taken. In the case of early pseudomucinous cystadenomata 
there is no evidence that the tumour develops from invaginations 
of the surface epithelium. It is true that the tumours develop in 
the cortex of the ovary, but there are no neighbouring down- 
growths from the surface epithelium, and the early loculi are 
different from the cortical cysts which I have already emphasized. 
The primitive loculi are very small, they are surrounded by a 
zone of fibrous tissue and their epithelium is invariably flattened 
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in the early stages of development. The primitive loculi were 
examined by serial sections, when it was found that they did not 
communicate with each other. Even in very early specimens 
a fairly large number of primitive loculi were found, from which 
it was concluded that the tumours develop through several small 
primitive loculi arising in the ovarian cortex. The early speci- 
mens also enabled proof to be given that the tumour grows by 
the budding off of accessory loculi from the primitive loculi. 
Further, it is not until fairly late that the loculi develop a high 
columnar epithelial lining. In early loculi the epithelium is 
either flat or cubical. 

Even in the early forms it is the rule for one or two loculi to 
be larger than the others. It may be that these loculi develop 
earlier than the others. It is usually accepted that tumour forma- 
tion is discontinuous or that when once the process has begun no 
further recurrence of the original process is possible. My investi- 
gations on both early and rapidly growing pseudomucinous cysta- 
denomata suggest that new formations are continuously being 
produced. In rapidly growing tumours it is quite common to find 
primitive loculi disseminated through the substance of the tumour. 
The idea is perhaps revolutionary but it is the only one which 
can interpret the histology of the tumours. 

The primitive tumours are always separated from the surface 
epithelium of the ovary by a clearly marked zone and in early 
forms the loculi are arranged parallel to the surface of the ovary 
and not radially as in the case of the early cystoma simplex. For 
these reasons one concludes that there is no evidence that pseudo- 
mucinous cystadenomata arise from the surface epithelium of the 
ovary. Early forms are fundametally different from those of the 
cystoma simplex. Just as there are great differences in the adult 
forms, so are there essential differences in early forms. 


The question now arises whether there is any direct evidence 
of the origin of the pseudomucinous cystadenomata. The answer 
is in the negative. I have not obtained any evidence of the 
precise origin of these tumours. The only interpretation that I 
can offer is that primitive loculi arise in the cortex of the ovary, 
but I have no explanation from which structures the tumours 
may arise. It is quite certain that the tumours do not arise 
from Graafian follicles. There were no follicles in the vicinity 
of the three early tumours. And I have never seen a follicle at 
any stage of its development or retrogression develop an epithelial 
lining. Moreover, a large number of these tumours arise after 
the age of the menopause, when follicles cannot be demonstrated 
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in the ovary. Not only, therefore, is evidence wanting that the 
tumours arise from follicles, but also the probabilities are defiin- 
itely against this view. 

My own view is open to the very serious objection that it is 
quite out of keeping with orthodox pathology and I am well 
aware that it will be very seriously criticized. It is that primitive 
loculi are continuously being produced in active tumours from the 
tissues of the ovary. I admit that most of the mature loculi are 
developed by budding from primitive loculi, but an examination 
of rapidly growing tumours shows that primitive loculi in very 
immature states can be demonstrated in the middle of the tumour. 
I, therefore, maintain that it is unnecessary to postulate the 
origin of a pseudomucinous cystadenoma from any single isolated 
structure in the ovary. 


One of the three specimens was a most interesting tumour. 
This early tumour had the same structure as I have already 
described, but a large number of the primitive loculi were lined 
by squamous epithelium. This epithelium showed various degrees 
of development. The loculi did not communicate with each 
other nor with those loculi which were lined by columnar epithe- 
lium. Primitive loculi were found in this tumour. They were par- 
tially lined by developing squamous epithelium, but in some parts 
of the loculus there was not a trace of epithelium. These loculi 
contained globules of secretion. 


This tumour is extremely interesting because it is probably of 
the nature of a combined dermoid cyst and pseudomucinous 
cystadenoma. It demonstrates the close relation between der- 
moid cysts and pseudomucinous cystadenomata. It furnished 
strong evidence for the view that these two forms of tumours 
originate in much the same way. So far as I am aware squamous 
epithelium has never been demonstrated in the loculi of pseudo- 
mucinous cystadenomata apart from the cases of combined 
tumours and it is mainly for this reason that the tumour is re- 
garded as an early form of combined tumour. 

The conclusion which must be drawn from the investigation 
of this tumour is that pseudomucinous cystadenomata should be 
regarded as teratoid in type. This view is in keeping with that 
which was put forward after the macroscopical features of the 
combined tumours had been described. 


DERMOID CYSTS AND TERATOMATA. 


I have collected four specimens of early dermoid cysts of the 
ovary. Their dimensions are 2 x I.2 cms., 2.5 X 2 cms. 2 Xx I.5 
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cms., 4.4 x 3.1 cms. The smallest specimen was separated from 
the surface epithelium of the ovary by a layer of cortical stroma 
and there was not any invagination in the vicinity of the tumour. 
The cyst was surrounded by a thin fibrous tissue capsule. It 
consisted of a large loculus which was grossly distorted through 
the irregular development of the tissues of its wall, together with 
three small loculi which were lined by high columnar epithelium. 
Even at this early stage of development the ‘“‘embryonic area’’ 
was differentiated and its projection into the cavity of the cyst 
caused the irregular shape of the cyst wall. The latter was lined 
by squamous epithelium over the ‘“‘embryonic area’’ and here 
already hair follicles and sebaceous glands were differentiated. 
The rest of the cyst was lined in part by columnar epithelium and 
in part by squamous epithelium. The embryonic area contained 
bone, fat, unstriped muscle, bronchial mucous membrane and 
cartilage. Tissue indistinguishable from the choroid plexus was 
also seen. 


The general structure corresponded with that of a large der- 
moid cyst of the ovary. The noteworthy features were the separa- 
tion of the tumour from the surface of the ovary, the presence 
of a fibrous capsule and the presence of loculi similar to those of 
an early pseudomucinous cystadenoma. The general structure of 
this early dermoid might be accounted for by assuming that the 
tumour arose from a Graafian follicle, the ovum giving rise to 
the embryonic area and the granulosa cells to the cyst wall. This 
explanation, however, does not withstand criticism. In the first 
place, there was not a trace of the structures of a normal Graafian 
follicle in the cyst, so that direct evidence in support of this 
hypothesis was absent. Secondly, the presence of the primitive 
loculi of a pseudomucinous cystadenoma cannot be accounted 
for. Lastly, dermoid cysts may arise after the menopause and 
the second of my specimens, though measuring only 2.5 x 2 cms. 
in its diameter, was removed from a patient over the age of 60. 
It is difficult to resist the conclusion that this tumour could not 
possibly arise from a Graafian follicle. 


The two specimens measuring 2.5 x 2 and 2 x I.5 cms. respect- 
ively, showed almost identical features with that already des- 


cribed, except that primitive loculi of a pseudomucinous cysta- 
denoma were not found. 


The third specimen was more complicated, because it was 
multilocular, but again only one loculus was lined with squamous 
epithelium. The other loculi were lined either with columnar 
epithelium or they had not any epithelium lining at all. The tumour 
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contained thyroid tissue in the wail. There was not any evidence 
as to how this tissue had developed, for it was impossible to trace 
downgrowths from the main loculus. 

The main result of the investigation of these early forms is 
to show that early dermoid cysts already possess a structure 
similar to that ot large tumours. 

Of the theories which have been put forward to explain the 
origin of dermoid cysts, the following alone are worthy of con- 
sideration. 

1. Origin from a Graafian follicle. 1 have shown that there 
was not any evidence to support this view and the material that 
I have brought forward provides fairly convincing evidence 
against it. 

2. The blastomere theory of Wilms. This theory achieved 
wide popularity, because it explains the main features of the 
pathological anatomy of ovarian teratoid tumours. The theory, 
however, falls to the ground because cases of multipie dermoid 
cysts in the same ovary are on record. 

3. The theory of parthenogenesis. This theory is the one 
which is usually accepted at the present day. It supposes that 
primordial ova start to develop independently of fertilization by 
spermatozoa. 

The other theories which have been advanced are either modi- 
fications of these last two theories, or are hypotheses which are not 
deserving of any great consideration. 

The modern attitude towards ovarian teratoid tumours is to 
regard them in some way or other as arising from a toti-potent 
cell of which the primitive ovum is the best example. Extra- 
ovarian teratoid tumours are explained as arising from ovarian 
remains in the lumbar region, or in the case of teratomata which 
are not anatomically related to the regions in which the genital 
ridge is found during foetal life, from the primitive sex cells 
which Beard described in very early embryos. These views have 
little basis of fact. They are usually unassailable because they 
cannot be disproved. 

My own view is that these thecries are unsound. All such 
theories attribute the origin of the ovarian teratomata either to 
a primitive ovum or to its blastomere division. 

It seems that such theories neglect the subsequent histories of 
such cells. The main feature of the subsequent development of 
such cells is first and foremost the production of a trophoblast, and 
it is not until the third week or later that the embryo differentiates 
itself into its main parts. Throughout the whole of the life of a 
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human ovum the presence of chorionic villi is essential and rela- 
tively the trophoblast is best developed in the early stages of 
development. The absence of trophoblastic structures in early 
cases of teratomata seems to be sufficient evidence to condemn 
any conception that ovarian teratomata arise either according to 
the theory of parthenogenesis or the blastomere theory. The early 
specimen of ovarian teratomata which I have examined did not 
show any evidence of the presence of any trophoblastic structure. 
Again, ovarian teratomata may arise after the menopause, and it 


is difficult to believe that such tumours develop from primitive 
ova. 


Most ovarian teratoid tumours are composed of adult tissues 
and it is only very exceptionally, in malignant solid teratomata, 
that embryonic tissues can be recognized. One finds it very difficu't 
to believe that adult tissues should be found in early specimens 
of ovarian teratomata if the usually accepted hypotheses of the 
origin of such tumours from primitive sex cells hold good. 

This critical analysis of the origin of ovarian teratomata, 
though short, supplies fairly convincing evidence against the 
views current at the present time. These views formulate very 
attractive hypotheses, but such hypotheses have no basis of fact. 
If one could demonstrate foetal tissues in an early dermoid cyst 
of the ovary one might be disposed to consider such hypotheses 
with proper respect. 

My own view is that histological evidence is not available 
to show what the origin of ovarian teratomata may be. The 
common incidence in the ovaries is not without significance, but 
this may be attributed as much to environment as to a specific 
origin from a primitive sex cell. The problem of the aetiology 
of ovarian teratomata is one rather for the worker in experimental 
pathology than for the histologist, but even so, it is very doubt- 
ful if ovarian teratomata can be produced experimentally to con- 
form with the existing facts. 

It seems best, therefore, to face the limitations of present-day 
knowledge, and to take an agnostic view of the aetiology of these 


tumours. What I have shown can be summed up briefly as 
follows : 


1. Ovarian teratoid tumours and pseudo-mucinous cystadeno- 
mata are probably primarily related in their origins. 
2. Such tumours are essentially different from simple cysto- 
mata and papillary serous cystadenomata in their aetiology. 
3. Young dermoid cysts are not composed of embryonic 
tissues, nor are they surrounded by trophoblastic tissues. 
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4. There is no reason to believe that ovarian dermoid cysts 
arise from Graafian follicles. 

5. There is not any evidence to show what the origin of 
ovarian teratomata may be. The presence of adult tissues in 
young dermoid cysts throws considerable doubt upon the con- 
ception of the origin of these tumours from blastomeres or primi- 
tive sex cells. 

6. Embryological evidence does not support the theory of the 
formation of these tumours from cell rests. This hypothesis 
cannot be disproved, but I have not found direct evidence in its 
support. 

I have adopted this sceptical attitude towards the aetiology 
of ovarian teratoid tumours because I feel convinced that the 
problem is one which is far beyond the reach of present methods 
of investigation. With a little ingenuity the tumours might be 
attributed to relics of the medullary cords of v. Kolliker, but the 
evidence, to me, is so strong against this view that I have pre- 
ferred to be non-committal rather than stress an hypothesis which 
is, at its best, purely conjectural. 


OVARIAN FIBROMATA. 


Whereas the origin of teratoid tumours is a problem almost 
of abstruse philosophy, the origin of ovarian fibromata admits 
of very simple solution. I have obtained seven specimens of very 
early fibromata of the ovary. The material was found in routine 
gynaecological material, and not in any single case was operation 
performed primarily for the ovarian fibroma. 

Small ovarian fibromata, of between a half to three-quarters 
of an inch in diameter, are familiar to all gynaecological surgeons. 
They form white rounded excrescences in the cortex of the ovary. 
In three of my cases the small tumours were found in association 
with uterine fibroids, in two cases with old inflammatory lesions 
of the Fallopian tube, and in two cases with ovarian cysts of the 
opposite side. 

The histological examination of the early tumours enabled the 
method of development to be traced. The tumours were found 
to originate as areas of hyperplasia in the cortex of the ovary. 
In the early stages the cortical stroma cells of the ovary are 
locally increased in number and produce a rounded projection 
on the surface. At this stage of development a capsule is not 
differentiated, and such cells are continuous with the cortical 
stroma cells. They have the same interlacing arrangement, but 
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the area of hyperplasia is more cellular than the rest of the cortex. 
The cells are identical with the cortical stroma cells. The surface 
epithelium of the ovary is inactive over the surface of the fibroma. 
Growth proceeds in the direction of the peritoneal cavity. A 
capsule subsequently becomes differentiated between the active 
cells and adjacent stroma tissues. Vessels are found in this 
capsule. They do not penetrate deeply into the substance of the 
tumour, but arboresce either in the capsule or in its periphery. 
As growth proceeds, the relative sizes of the tumour and ovary 
change, so that in the next stage the ovary is found attached to 
one pole of the tumour. In large tumours the ovary cannot be 
recognized although it is not uncommon to find a corpus luteum 
incorporated in the capsule. This view of the aetiology of ovarian 
fibromata allows the usual features of the fully developed tumours 
to be explained. One of the main characters of ovarian 
fibromata is the resemblance between the cells of which the 
tumour is composed and the cortical stroma cells of the ovary. 
The macroscopical features, together with the usual classification 


into types, are clearly accounted for by the views I have des- 
cribed above. 


Nevertheless the work is open to criticism. I have assumed 
that these fairly common small fibromata eventually grow to 


form the well-known large fibromata. I have, therefore, pro- 
duced a series of specimens which show the gradual development 
of such tumours. The evidence is fairly convincing macro- 
scopically; histologically it is much more so. 


The second criticism which may be levelled against the view 
that I have put forward, is that small ovarian fibromata are 
usually found complicating some pelvic lesion, whereas large 
fibromata of the ovary are usually uncomplicated tumours, as 
my statistics show. This criticism is difficult to overcome. It 
seems that the small fibromata which are met with, complicating 
pelvic lesions, are more frequently found as small tumours than 
as large fibromata. Histologically the two forms are identical, 
and my investigations indicate that the small and the large 
tumours represent different degrees of development of the same 
tumour. On the other hand the general inference from the 
criticism stated above would be to assume that small fibromata 
are different tumours from the large growths. This point of view 
is unacceptable pathologically. Facts are not available to ex- 


plain the discrepancy, and I do not propose to offer any hypo- 
thetical suggestions. 
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FIBRO-ADENOMATA OF THE OVARY. 


These small projections from the cortex of the ovary are 
uncommon. They assume the form of papillomata, about a 
quarter to half an inch in diameter, which project from the cortex 
of the ovary. They are hard and fibrous, never become encapsu- 
lated, and never possess a diameter greater than two inches. 

A series of small tumours of this type has been collected and 
it has been possible to trace their development. The tumours arise 
as areas of hyperplasia of the ovarian cortex in exactly the same 
way as do ovarian fibromata. The essential difference between 
the two, however, is that in the case of fibro-adenomata the 
surface epithelium does not atrophy, but retains its cubical form. 
The epithelium also invaginates itself into the ovarian cortex and, 
in this way, the appearance of a warty fibro-adenoma is produced. 
The stroma beneath the epithelium loses its cellular nature and 
becomes fibrous. The two features, activity of the surface 
epithelium, and fibrosis of the stroma, are the great characteris- 
tics of ovarian fibro-adenomata. The fibro-adenomata never 
develop a capsule, and in this respect they differ fundamentally 
from the fibromata. They cannot be regarded as true neoplasms. 
They are rather of the nature of areas of hyperplasia. 
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The Value of a Limited Bacteriological Control in the 
Prophylaxis of Puerperal Sepsis. 
BY 
Joan K. Rose, M.D., Ch.B. (Edin.), M.C.O.G. 


Senior Honorary Obstetrician, Elsie Inglis Memorial Maternity 
Hospital, Edinburgh. 


DuRING the past Io years many investigators have emphasized 
the importance of haemolytic streptococci as the chief organisms 
present in serious cases of puerperal sepsis, and have demon- 
strated the possibility of contagion, by droplet or spray infection, 
from the throats of persons in attendance during labour. 

In view of the need for further investigation, an experiment 
in bacteriological control had been developed at the Elsie Inglis 
Memorial Maternity Hospital, the aim of which has been to 
collect information as to the incidence of haemolytic streptococci 
in patients and staff, to discover possible avenues of infection, and 
to evolve a technique by which the risk of infection in maternity 
hospital practice may be reduced to a minimum. 

Observations have been systematically recorded since Ist 
December, 1929. The present report gives the results obtained 


during the three years ending 30th November, 1932, and, in order 
to estimate the value of the new methods, the results are com- 
pared with those of previous years. 

Chart No. 1 gives the monthly incidence of puerperal morbid- 
ity over a period of six years. Charts No. 2 and 3 give the 
monthly incidence of haemolytic streptococci in patients and staff 
over a period of two years. 


COLLECTION OF MATERIAL FOR BACTERIOLOGICAL EXAMINATION. 
During the three years under review, 36,130 swabs have 
been examined in the laboratory. These were obtained from 


patients and staff, and from a limited number of contacts as 
follows : — 


Antenatal patients. 13,704 swabs from 3,343 patients. 

Swabs are taken from the lower part of the vagina and from 
the fauces at the patient’s first visit to the clinic, and again at 
two visits during the last month of pregnancy. 

Patients who are found to have haemolytic streptococci in the 
throat, report at the ear, nose and throat clinic. ” 

Patients giving a positive vaginal swab attend a special clinic 
for further investigation and treatment. 
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LIMITED BACTERIOLOGICAL CONTROL 


Lying-in patients. 18,749 swabs trom 3,774 patients. 

Hospital patients are examined on admission and towards the 
end of the second stage of labour, also on the third and fifth days 
of the puerperium. 

District patients have swabs taken on the arrival of the nurse 
and on the fitth day of the puerperium. 

Positive cases, or those showing a rise of temperature, are 
examined repeatedly. 

Intra-uterine swabs are obtained in pyrexia. 

Blood is obtained for culture if the temperature rises to 103 F. 

Staff. 3,077 swabs from 318 members of staff (and other con- 
tacts). 

Swabs are taken from the fauces of all new members of staff, 
and examination is repeated each month. 

Students are examined on admission. 

The labour-ward and district staffs, and any who have been 
found positive are put on routine treatment and are examined 
at intervals of seven to Io days. 

In cases of pyrexia on the district, swabs are obtained from 
persons in contact with the patient. 


CORRELATION OF CLINICAL AND LABORATORY FINDINGS. 

Separate books for the various groups of individuals ex- 
amined are kept in the laboratory and the results of bacterio- 
logical examinations are entered daily. Individual record cards 
are made out after the first antenatal examinatinon, and are com- 
pleted when the patient is discharged after confinement. 

Record books giving the names of all patients having positive 
swabs are kept by the sisters in charge of the wards and district. 
These books are taken from the wards each morning by the 
laboratory assistant who enters the results from the bacteriological 
diy-book and then returns the records to the duty-room, where 
they are accessible to all members of staff. 

Positive findings are noted in red ink on the patients’ charts. 

The occurrence of pyrexia and the results of all examinations 
are noted at the time when the patient is discharged, both in the 
clinical case record and in the laboratory index card. 


DETAILS OF ORGANIZATION. 

There are 60 beds in the hospital which are allocated as 
follows: two wards for antenatal cases, 11 beds; one large ward 
and two isolation rooms for venereal cases, 12 beds; four labour 
wards, five beds; four general wards, 15 beds; five single and five 
double rooms, used for post-natal isolation, 15 beds; two isolation 
rooms, two beds. 
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The general wards and two of the double rooms are large 
enough to take an extra bed when necessary. 

The number of bookings is limited to 45 for each half month. 

Emergencies and unbooked cases are admitted when the need 
arises, but as a few cases drop out the actual number of con- 
finements in hospital in any one month seldom exceeds go. 


Procedure with regard to admission of patients. 
Patients are grouped on admission into clean, infected and 
suspect cases. 


a. Clean cases. Those patients who have had a complete 
antenatal examination with recent negative swabs enter the 
general receiving room where the usual preparation is given. A 
vaginal examination is not made until after transfer to the labour 
ward, but swabs are obtained from the throat and from the 
lower part of the vagina. After labour the patients are trans- 
ferred for post-natal isolation to a single or double room, and, if 
conditions are normal, they are transferred on the third or fourth 
day to the general ward. 


b. Infected cases. Patients who have attended the special 
clinic for the treatment of vaginal discharge are admitted to a 
special ward with its own bath-room, treatment room, and isola- 
tion rooms. 

Patients who have been found, at the antenatal examination, 
to have haemolytic streptococci in throat or vagina use a separate 
bath-room and are admitted to a special labour ward. Those 
patients from whom a positive vaginal swab has been taken are 
completely isolated and remain in a single room throughout the 
puerperium, or until three negative swabs have been obtained. 
The proportion of patients having haemolytic streptococci in their 
throats has been so great that, although they are isolated if 
possible, it has frequently been necessary to allow two or three 
such patients to occupy one ward. 


c. Suspect cases include unbooked and emergency cases, and 
any others which have not had a bacteriological examination 
during the last month of pregnancy. They are treated as poten- 
tially infective and are isolated until the report on the admission 
swab is received. 

Patients who show a rise of temperature to 100'F. or more are 
transferred to one of the single wards set apart as isolation rooms. 

All wards, labour rooms and bath-rooms which have been 
occupied by a suspect or infected case are disinfected before any 
other patient is admitted to them. 
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Nursing Technique. 

The usual aseptic and antiseptic routine is observed with re- 
gard to the preparation of the patient and the nurse. 

Binionide of mercury, mercurochrome and, in infected cases, 
brilliant green and gentian violet, are the antiseptics in routine 
use. 

Those attending to the patient during delivery wear sterile 
gowns, gloves, and a mask which completely covers the head. 

Masks are worn by the nurse in attendance on all occasions 
when the vagina is exposed. 

Two varieties of mask are used. One, which is used during 
delivery of the patient and in the nursing of infected cases, com- 
pletely covers the head and face, leaving a rectangular slit for the 
eyes, and is reinforced in the lower part which covers the nose 
and mouth. 

The second type is a rectangular double layer of lawn which 
is adjusted to cover the nose, mouth and chin. This is used by 
all nurses attending to the toilet of patients in the wards or the 
receiving room. It is also in general use on the district, and in 
the preparation of dressing trays and instruments. 

A mask of four layers is used by known carriers. 

The nurses are instructed that a mask may be used once only. 
when once a mask has been applied it must be regarded as septic, 
and must not be touched except by the tapes. 

A stock of about 300 masks is kept in the theatre. 

District nurses carry six masks to each confinement, but do 
not, as a rule, require more than: two or three during the delivery. 

The masks have been tested under various conditions and 
have been found to be effective. 

Patients showing a slight rise of temperature from any cause 
and who are found to have haemolytic streptococci in the genital 
passage are attended in the post-natal isolation rooms by the 
general ward staff, routine treatment of the infected patient being 
carried out after the ordinary ward treatment is completed. An 
overall, mask and gloves are worn by the nurse in attendance 
on the patient, and a special bathroom is used. 

A few cases of puerperal sepsis have been nursed in hospital. 
They were completely isolated and had special nurses for day and 
night duty. 

Special nurses in attendance on infected cases wear gowns, 
gloves, and a mask which completely covers the head: they 
have throat swabs taken daily, but are not isolated from the rest 
of*the staff when off duty. 

There has been no evidence of spread of infection from case 
to case. 279 
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DIFFICULTIES OF BACTERIOLOGICAL CONTROL OF STAFF. 

At the beginning of this investigation an attempt was made 
to exclude from the wards all members of the nursing staff who 
were found to have haemolytic streptococci in the throat. This 
proved to be impracticable since 54 per cent of the nursing stati 
gave positive swabs on one or more occasions. 

' It is comparatively easy to ensure that members of the per- 
manent staff are free from chronic infection of the naso-pharynx, 
but, as the hospital is a training school for nurses taking the 
certificate of the Central Midwives’ Board, there is a shifting 
population which is more difficult to deal with. An average of 
15 pupils enter for training every three months, and carriers vary- 
ing in number from three to eight have been found in every in- 
coming group. Some have been effectively treated during the 
period of training, others have continued to give positive throat 
swabs with few or no intermissions throughout the six months 
of their stay in hospital. 

All the pupils admitted are trained nurses who already know 
the importance of the aseptic and antiseptic measures employed 
in a surgical theatre. The danger of droplet infection and the 
special risks incurred by the woman in labour are explained to 
each new group of nurses. Without exception they have co- 


operated willingly and conscientiously in carrying out the 
technique. 


INCIDENCE OF HAEMOLYTIC STREPTOCOCCI IN PATIENTS AND STAFF. 

The average monthly incidence of haemolytic streptococci in 
the fauces of the nursing staff is shown in Chart No. 2 to be 42 per 
cent. Of 318 members of the staff (medical, nursing, and domes- 
tic) examined at regular intervals in 1931 and 1932, 54 per cent 
were positive on one or more occasions, 17 per cent gave re- 
peated positive swabs and were regarded as carriers. 

Routine examination of patients attending the antenatal clinic 
was carried out during the whole period. Examination of lying- 
in patients was at first confined to those showing some abnorm- 
ality, but during the last two years was extended to every case. 

Positive swabs from the throat were obtained from 26.3 per 
cent of antenatal cases, 17 per cent of patients in labour, and 32 
per cent of lying-in patients (including those examined during 
labour). 

Positive swabs from the vagina were obtained from 2.4 per 
cent of antenatal cases, 2.6 per cent of patients examined during 
labour, and in 7.5 per cent of all lving-in patients (including cases 
in labour. 
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Examination in cases of puerperal pyrexia was made 
throughout the whole period. Positive swabs from the throat 
were obtained in 23 per cent, positive swabs from the vagina 
in 28 per cent. 


Incidence of Pyrexia in Relation to Streptococcus Haemolyticus. 

Tables have been drawn up showing the incidence of pyrexia 
in various groups. Hospital and district cases are included. The 
results are summarized as follows: 


No. of Pyrexia of 
cases Total genital 
analysed pyrexia origin 
Per Per 
Groups from Tables . cent No. cent 
All cases in hospital, and district, 
Dec. 1929 to Nov. 1932 
All cases of pyrexia of genital origin 
associated with S.H.* in 
vagina 
SH. in fauces on 
examination 
. S.H. in fauces on admission 
. S.H. in fauces in puerperium 
(new infection) 
.S.H. in vagina on antenatal 
examination 
. S.H. in vagina on sadliiatisi 
.S.H. in vagina during puer- 
perium, negative on admission 490: 19 
= Streptococcus haemolyticus. 
As there is a marked increase in the pyrexial rate for patients 
having haemolytic streptococci in the vagina, a more detailed 
analysis of these cases is given. 


Analysis of cases having haemolytic streptococci in the vagina. 
Hospital. Number of confinements analysed 1,950. 


Pyrexia of 
No. of Total genital 
cases pyrexia origin 

S.H. on admission 47 (2.4 per cent)9 

S.H. second stage of labour, negative 

on admission _... 4 3 

S.H. in puerperium, segnitive during (4.3 per cent) 

labour Si 68 8 


4 


Total incidence of S.H. in vagina, 123 (6.8 per cent of cases analysed). 
Total pyrexia, 21 (15.9 per cent of positive cases). 
Pyrexia of genital origin, 10 (7.5 per cent of positive cases). 
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District. Number of confinements analysed, 704. 


Pyrexia of 
No. of Total genital 
cases pyrexia origin 


S.H. during labour igen eae 24 (3-4 percent) 3 2 
S.H. in puerperium, negative during 


Total incidence of S.H. in vagina, 68 (9.6 per cent of cases analysed). 

Total pyrexia, 10 (14.7 per cent of positive swabs). 

Pyrexia of genital origin, 8 (11.7 per cent of positive swabs). 

Avenues of Infection. 

In view of the high incidence of haemolytic streptococci in the 
fauces of patients, and probably also in friends and relatives 
who visit them in hospital, or give active assistance to them in 
their own homes, it is impossible to exclude the possibility of 
contagion from these sources. 

The majority of antenatal positive cases occur late in preg- 
nancy and are probably infected from exogenous sources in their 
own homes. About two-thirds of those treated become negative 
before labour, but, with the addition of new cases, the total inci- 
dence in lying-in patients is 7.5 per cent. 

The danger arising from the carrier attendant is now generally 
recognized and in all cases of invasion of the genital tract after 
admission, inquiry is made as to carrier attendants and other 
possible contacts. An attempt is not made at the Elsie Inglis 
Hospital to investigate the strain of organism, but the inquiry 
as to contacts is of value in drawing attention to potential danger 
and in encouraging a careful preventive technique. 

Possible sources of infection in 31 cases of pyrexia, associated 
with streptococcal genital infection, were known to exist, as 
follows : 


Hospital Cases. District Cases. 


(a) Positive throat or other 

septic focus in patient 9 5 
(b) Septic focus in home contacts - 5 
(c) Carrier attendant present 4 


In five cases there was a possibility of infection from two 
sources. 


Importance of Bacteriological Examination of the Vagina. 
Haemolytic streptococci present in the vagina at term or 
during the puerperium must be regarded as a danger to the 
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‘ patient, for, although the majority have a normal puerperium, 
the morbidity rate is four times greater than the average. 

The general morbidity-rate for patients positive on admission 
is approximately the same as for those who become positive dur- 
ing labour or the puerperium, but there is an increased incidence 
of infection of genital origin in the second group. 

Patients in hospital who have haemolytic streptococci in the 
vagina must be regarded as a possible danger to others, and they 
should, therefore, be isolated. The separation of cases into 
‘clean’ and ‘infected’ on admission should be based on definite 
bacteriological knowledge rather than on purely clinical data as 
to ‘booked’ and ‘emergency’ cases. 

The presence of haemolytic streptococci in the vagina at term 
should be regarded as a contra-indication to intra-uterine manipu- 
lations unless these are absolutely unavoidable. For this reason 
bacteriological examination should, if possible, precede operations 
for the induction of labour. A positive finding may be a deter- 
mining factor in choosing Caesarean section rather than a trial 
of labour in doubtful cases, and it would also be regarded as 
an indication for the use of serum as a prophylactic in vaginal 


and perineal laceration, and after necessary intra-uterine 
manipulation. 


Importance of Bacteriological Examination of the Fauces. 

The incidence of haemolytic streptococci in the fauces of 
patients examined antenatally was 26.3 per cent. The incidence 
of puerperal pyrexia in treated cases is not above the average, 
but it is very considerably increased in those patients who at the 
time of confinement have a recently acquired untreated infection. 
The increase is due chiefly to diseases of the respiratory system 
and to mastitis, but there may be an associated infection of the 
genital passages. 

The risk of mastitis in these cases appears to be definitely 
greater than in patients who have negative throat swabs. 

In spite of the transient character of many throat infections, 
examination during pregnancy has been of value in drawing 
attention to chronic septic foci which require treatment. It is 
important that recently acquired infection should be discovered 
during the period of post-natal isolation, so that by prolonging 
the isolation period of the infected case, patients in the general 
ward be spared unnecessary risk. 

Some cases have occurred in which infection was apparently 
passed on from the mother to the infant, but further investigation 
is required in order to estimate the degree of risk. 
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Relative Risk in Hospital and Domicilary Practice. 
The incidence of pyrexia and of streptococcal infection in 
hospital is compared with that on the district. 


Hospital District 
per cent per cent 
Number of cases analysed 989 
Total pyrexia 4.0 32 3:2 
Genital infection associated with S.H. 17 0.6 14 1.4 


Extra-genital conditions 66 2.4 15 156 


(associated with S.H. vagina) ... 7 we 3 _- 


The general morbidity rate is lower on the district than in 
hospital, but, contrary to expectation, it has been found that the 
percentage of streptococcal genital infection is greater. 

The lower general rate is probably due to the fact that ab- 
normal cases are usually admitted to hospital, so that few cases of 
pyrexia on the district are attributable to toxaemia or to mechani- 
cal difficulty. 

Consideration of the factors which may account for the in- 
crease in streptococcal infections shows that there is a higher 
proportion of unbooked cases on the district, also that patients 
who expect to be confined in their own homes do not report as 
regularly at the antenatal clinics as those who intend to come 
into hospital. For these reasons there may be failure to discover 
and treat vaginae which become infected late in pregnancy. 
Patients who are attended in their own homes have less complete 
nursing care, and may be exposed to grave risk from contact 
with throat infections and gross septic conditions among relatives 
and friends. 

It is therefore important that in a fully organized domiciliary 
service, special precautions should be taken to secure adequate 
antenatal care, expert nursing, and full supervision with regard 
to infectious conditions at home. 


The Carrier Attendant in Relation to Puerperal Infection. 

During this investigation the incidence of haemolytic strepto- 
cocci in the fauces of those in attendance on the patients has been 
found to be greater than was anticipated. The clinical history of 
the habitual carrier is characteristic. Of 24 nurses giving repeated 
positive swabs in 1931, 12 had enlarged tonsils, five showed 
tonsillar remnants with crypts. There was one case of otitis media, 
four of antrum infection, two of chronic nasal catarrh. Eighteen 
gave a history of attacks of tonsilitis, nine gave a history of 
rheumatism. 
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A series of 295 patients delivered by known carriers was 
followed up. Sixteen reached morbid standard; this gives a 
morbid rate of 5.4 per cent as compared with the average of four 
per cent. 

In the experience of the Elsie Inglis Hospital the careful 
technique practised by individual carriers has been effective in 
preventing invasion of the genital passages, but it appears that 
some cases are infected in spite of the precautions adopted. The 
known carrier practising a careful technique is probably no more 
dangerous to the patient than the intermittent or transient carrier. 
In a hospital community, however, it is found that the carrier 
nurse is specially liable to infect other nurses working in the same 
department and so adds to the general risk of infection. 

Similarly, patients who have infected throats may be a source 
of danger to others occupying the same ward, and, for the effect- 
ive protection of the patient during the puerperium it is necessary 
to deal with this problem. The risk of infection from this source 
may be diminshed by treatment of the nose and throat if regu- 
larly carried out in positive cases. As a further precaution glass 
screens have recently been introduced for use in the wards occu- 
pied by these patients. 

In the Aberdeen Report and in other publications it is assumed 
that doctors are more liable than nurses to become streptococcal 
carriers. We have not found this to be the case and therefore 
do not agree with the view expressed in that Report that the 
incidence of puerperal sepsis would be largely controlled by a 
“new organization in which midwives conduct all normal deli- 
veries, and doctors provide the antenatal services and deal with 
obstetric complications.’ The incidence of haemolytic strepto- 
cocci is so widespread that it would seem more reasonable to 
suggest that any persons undertaking midwifery practice should 
have the nose and throat examined, so that individuals who 
habitually harbour these organisms should be known. Carriers 
should be treated if possible and should be carefully trained in 
the technique of masking. Since the transient carrier is also a 
danger, the wearing of masks should become the routine and 
special precautions should be adopted if there has been any 
exposure to infection. 


PRACTICAL VALUE OF BACTERIOLOGICAL CONTROL. 
Combarison of Results. 


The aim of this experiment being to eliminate, if possible, the 
risk of infection by haemolytic streptococci, the results obtained 
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during the past three years are compared with those of the earlier 
period, in order to determine to what extent this object has been 
achieved. No data are available as to the general incidence of 
these organisms in previous years, so the comparison is made 
with regard to general morbidity and sepsis as diagnosed on 
clinical examination. 

Streptococcal infections were known to be present in July, 
1927 and in February and March, 1929. The peak which appears 
on the Morbidity Chart in July, 1927 followed streptococcal in- 
fection in the Nursing Staff—one case of erysipelas and several 
cases of mild tonsillitis. In February and March, 1929, there 
were several cases of scarlet fever probably due to an unsus- 
pected ambulant case of scarlet fever in a nurse, but, in spite of 
this the morbidity rate for the year shows definite improvement. 

It will be noted from the Chart and from the following Table 
that the later period shows a marked decrease both in the total 
morbidity and in morbidity due to genital infection. The figures 
for 1926 which do not appear on the Chart (eight per cent mor- 
bidity for 648 cases) are included in the Table. 


COMPARISON OF RESULTS IN HOSPITAL CASES. 


1926-29 1930-32 


per cent per cent 
Number of cases... ... ... ... 2878 2775 


Total morbidity 12-2 113 4.0 
Pyrexia of genital origin ... 6.7 47 1.6 
Fatal cases (from all causes—in hospital 

or after transfer) ... ...... 27 0.93 12 0.43 
Death due to sepsis 10 


Pyrexia due to extra-genital conditions 156 5.4 


SUMMARY AND CONCLUSIONS. 

An experiment in bacteriological control, with regard to strep- 
tococcus haemolyticus, has been in progress at the Elsie Inglis 
Memorial Maternity Hospital since the 1st December, 1929. 

A study of various groups of cases shows that there is an 
increased morbidity rate for all groups having haemolytic strepto- 
cocci in the fauces or vagina during the lying-in period. 

In throat infections the increase is due chiefly to diseases of 
the respiratory system and to mastitis. In vaginal cases mor- 
bidity is usually of genital origin. 

Haemolytic streptococci may in some cases (less than 0.1 per 
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cent) be normal inhabitants of the lower vagina in the pregnant 
woman, but when they are present during the last month, they 
should be regarded as a potential danger. 

Haemolytic streptococci were found in the genital passages 
in 6.8 per cent of hospital patients and in 9.6 per cent of district 
patients. Streptococcal infection giving rise to pyrexia occurred in 
0.6 per cent of hospital cases and in 1.4 per cent of district cases. 
This does not support the view that uncomplicated confinements 
may be more safely conducted in the patient’s own home than 
in hospital. 

A knowledge of the bacteriology of the genital tract, especially 
during the last month of pregnancy and in the early days of 
puerperium, is of value, as special precautions may be adopted 
if pathogenic organisms are present. 

Preventive measures should include treatment of positive 
fauces in patients and attendants, treatment of positive vaginae 
during the late antenatal period and throughout labour, also 
all measures which can be devised for protecting the patient 
from contact with acute or sub-acute infection at home or in 
hospital. 

The technique of the obstetric attendant should be adequate 
to prevent the risk of contagion from all sources, including drop- 
let infection. 

By means of the technique here described it has been possible 
to reduce the risk of puerperal infection in 3,000 consecutive 
cases by 75 per cent. 

Pyrexia due to streptococcus hamolyticus has not entirely 
disappeared but there have been few severe cases, and, when 
isolated cases have occurred there has been no spread of infection. 
It would appear, therefore, that the risk of contagion which is 
commonly associated with the congregation of patients in insti- 
tutions has in the past three years been practically eliminated. 


Throughout the investigation the staff has worked as a team, 
and I have to thank my colleagues on the Honorary and Labora- 
tory Staff for their close co-operation. I desire also to thank 
the Chairman and other members of the Committee of Manage- 
ment for their unfailing interest and much practical help. 
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INTRODUCTION. 

IN a previous communication' from this laboratory it was shown 
in a series of normal human pregnancies, that in almost all cases 
the excretion of intravenously injected sodium thiosulphate was 
depressed, at some time or other, during the last three months, 
one-third of the patients showing a very marked depression, 
persisting after confinement, for periods ranging up to many 
months. 

In that study amounts of thiosulphate ranging from 0.95 gm. 
to 2.6 gm. were used for injection, a factor which possibly made 
the results, though apparently conclusive, less uniform than they 
might have been. For this reason, and also in view of the fact 
that rather more consistent results appeared to be obtained as 
the quantity of the injected thiosulphate was increased, it was 
determined to investigate a further series of pregnancies, using 
a constant and still larger amount of thiosuphate for the purposes 
of confirming the previous work, extending the series of cases 
investigated and, possibly, of obtaining more definite results. 


TECHNIQUE. 
Type of patients studied. 
The investigation, as before, was carried out on a series of 
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pregnant patients suffering, with one exception, from venereal 
disease, who had been admitted to the Royal Prince Alfred 
Hospital some time before the expected date of confinement, both 
before and after which estimations of the sodium thiosulphate 
excretion were carried out as regularly as was practicable. A 
series of non-pregnant patients from the same ward was also 
studied for the purpose of providing controls. All patients were 
under treatment according to the indications present, and disre- 
garding the venereal disease they all had normal pregnancies. 


Preparation of the sodium thiosulphate solution. 

One hundred cubic centimetres of distilled water were boiled 
for a few minutes in a flask. The heating was then stopped and 
50 grammes of chrystalline sodium thiosulphate, B.P. (Na.S.O, 
5H.O) were added and boiling was resumed for a few seconds. 
The solution was then filtered through filter-paper into another 
sterile flask and heated again for a few minutes, after which the 
neck of the flask was plugged with a sterile piece of cotton-wool. 
After cooling the solution was ready for injection. Although this 
solution was usually found to be very stable a fresh quantity was 
prepared before each batch of injections. 

On account of the increase in volume due to the addition of 


the salt, this solution contained 40 per cent of sodium thiosulphate. 


PROCEDURE AND CHEMICAL TECHNIQUE. 

Ten cubic centimetres of solution, corresponding to four 
grammes of the salt, were injected on the occasion of each test. 
Injections in all cases were intravenous. The slightest escape 
of solution into the subcutaneous tissues caused sharp pain. 
and if at any time this occurred the injection was discontinued. 
Each patient was given about 200 cubic centimetres of water at 
the time of injection, one and two hours after which specimens 
of urine were collected for thiosulphate estimation. Catheteriza- 
tion was not carried out, the patients being instructed to 
empty the bladder completely. The volume of urine collected 
was always noted and subnormal values of thiosulphate excretion 
accepted only if the amount of urine was considered sufficiently 
large. 

The thiosulphate output, as before,’ was determined by titrat- 
ing the urine, diluted, clarified with Lloyd’s reagent, filtered 
and acidified, against a hundredth-normal iodine solution, starch 
being used as the indicator, and comparing the resultant figure 
with that obtained by similarly diluting and titrating 10 cubic 
centimetres of the solution used for injection. 
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SODIUM THIOSULPHATE EXCRETION IN NON-PREGNANT PATIENTS. 

In the previous communication on this subject it was shown, 
confirming the work of others, that the percentage excretion of 
sodium thiosulphate increases with increasing amounts of the 
salt injected. It was found that the lowest normal excretion was 
1g per cent after the injection of 0.95 gramme, 24 per cent after 
the injection of 1.8 grammes and 26 per cent after the injection 
of 2.6 grammes. To our knowledge the only author who studied 
the excretion after the injection of more than this amount is 
Holbgll,’? who injected successively into the same healthy indi- 
vidual 0.78, 1.57, 3.14, 4.71 and 6.28 grammes of the salt. This 
experiment was repeated five times and the results are listed in 
our previous communication. By graphically plotting his mini- 
mum and mean results satisfactory curves are obtained which 
indicate that after the injection of four grammes of crystalline 
sodium thiosulphate there should be a minimal normal excre- 
tion of 37 per cent and a mean excretion of 42 per cent. In view 
of the fact that in contrast with Holbgll’s small group of healthy 
students we were dealing with hospital patients of varying age and 
in greater number, we decrease the range of normal excretion 
down to 34 percent. This figure is in accordance with our obser- 
vations over a series of 38 cases, in which the maximal two-hours 
excretion was found to be 50 per cent, and the mean 40 per cent. 

Thirteen non-pregnant patients suffering from venereal disease 
showed a sodium thiosulphate excretion which was below normal. 
These patients were either in the acute stage of their infection or 


suffering from various complications and will be further referred 
to later. 


THE EXCRETION OF SODIUM THIOSULPHATE IN UNCOMPLICATED 
PREGNANCY. 

We examined the sodium thiosulphate excretion in 17 preg- 
nant women both before and after the delivery of a full-time child, 
observations being made on each individual from two to 12 times 
during the pregnancy and puerperium. According to the results 
obtained we subdivided our cases, as previously, into the follow- 
ing two groups :— 

1. Pregnancies with slight and temporary depression in the 
thiosulphate excretion. 


2. Pregnancies with prolonged depression in the thiosulphate 
excretion. 
1. Pregnancies with slight and temporary depression in the 

thiosulphate excretion. 

The rr cases which we included in this group are listed in 
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Table I. The findings have been arranged in chronological order, 
the child in every instance was full-time and, for the sake of 
simplicity, labour has been regarded in each case as having 
occurred at the thirty-ninth week. 

As previously, it was found that the thiosulphate excretion did 
not become depressed until the pregnancy was fairly well ad- 
vanced. Two cases, not included in the table, were examined, 
each on two occasions during the third month; the excretion in 
each instance was well within normal limits. In the 11 cases 
studied during the later months of pregnancy and in the puer- 
perium, the earliest observation made, in Case Io, was at the 
twenty-fifth week. In the remaining cases in the group observa- 
tions were not made before the thirty-first week. In Case 3 
observations were made only in the puerperium. 

Forty-eight estimations were carried out on Io patients 
during pregnancy, 34 of the estimations were normal and 14 
were subnormal. In two cases (7 and 8) at the first estimation 
distinctly subnormal values were obtained which reverted to 
normal by the following week. There appeared to be a special 
tendency for subnormal values to occur at the thirty-sixth and 
thirty-seventh weeks, such values occurring in seven of the 15 
estimations made at this period. In six cases estimations were 
made less than a week before confinement, of which all but one 
were within normal limits. 

During the four weeks after confinement, 23 estimations 
were carried out on Io cases, subnormal values being obtained 
on eight occasions, in six patients. In Case 5, only 11 per cent was 
excreted two days after confinement, and in Case 6 only 13 per 
cent, the excretion still being definitely subnormal nearly three 
weeks later. 

As in normal patients the bulk of the thiosulphate excretion in 
the patients in this group occurred in the first hour, during which 
the output quite overshadowed that of the second hour, which 
ranged from one per cent to eight per cent. The great majority of 
excretions in the second hour were from one per cent to three 
per cent. 


2. Pregnancies with prolonged depression in the sodium thio- 
sulphate excretion. 

This second group comprises six cases which are listed in 
Table II in a manner similar to those of the first group. In most 
of these cases fairly numerous estimations were carried out at 
periods ranging from the sixteenth week of pregnancy till the 
third week after confinement. 
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With the exception of a single normal result in Case 12, sub- 
normal values were consistently found after the twenty-seventh 
week of pregnancy. In Case 12 a low normal value was found at 
the thirty-third week, and an almost normal value the following 
week, while the nine tests carried out during the puerperium 
were all subnormal, although one, in Case 15, two days after 
delivery, was almost normal. Consequently the percentage of 
subnormal values in this group is very much higher than in 
Group I, only one estimation of the 32 carried out after the 
thirty-seventh week. of pregnancy being normal. 

Most of these cases will be considered in further detail. 

Case 12. A _ primipara, aged 2y, suffering from chronic gonorrhoea 
which had been treated since the second month of pregnancy. Pregnancy 
was uneventful, and a healthy male child was born. At the first estimation, 
at the thirty-second week, the thiosulphate excretion was subnormal. 
During the next two weeks, however, it was normal or almost so, but for 
the remainder of the pregnancy subnormal figures were consistently 
encountered, the very low level of 11 per cent being reached nine days 
before confinement, rising a week later to 21 per cent. Five days after 
delivery 10 per cent only was excreted, but an almost normal output was 
encountered again in the third week of the puerperium. 


CasE 13. A primipara, aged 19, suffering from syphilis and gonorr- 
hoea. The obstetrical history was uneventful. The thiosulphate excretion 
from the thirty-fourth to the thirty-eighth weeks of pregnancy was con- 


sistently subnormal, though extremely low figures were not encountered, 
the lowest value being 20 per cent at the thirty-sixth week. Five days 
after confinement only 12 per cent was excreted, rising to 23 per cent a 
week later. 

CasE 14. A primipara, aged 18, suffering from secondary syphilis. 
The obstetrical history was uneventful and a healthy male child was born. 
The first estimation was made at the end of the fourth month and, as in 
Case 12 was subnormal, but a week later the excretion was normal, and 
was still normal at the twentieth and twenty-seventh weeks. The three subse- 
quent estimations, up to the thirty-first week, were all subnormal. Further 
tests could not be carried out till two days after confinement, when the 
very low figure of six per cent was obtained, rising to 26 per cent the 
following week. 


Case 15. A multipara, aged 38, with four children, the youngest 
being 11. The patient had had two abortions during the previous three 
years, during which time she had received treatment for chronic gonorrhoea. 
Pregnancy, labour, and the puerperium were uneventful, and a normal 
female child was born. The first estimation of the sodium thiosulphat« 
excretion was carried out at the thirty-fifth week. This and the four subse- 
quent tests returned subnormal results, which were of remarkably similar 
magnitude. The day before the onset of labour, which lasted 26 hours, 
the thiosulphate excretion was 28 per cent, and was 2y per cent five days 
after delivery. 

Case 16. Aged 19, suffering from chronic gonorrhoea; she had had a child 
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four years previously, and an abortion two and a half years later. Preg- 
nancy was uneventful, and a normal female child was born. The thiosul- 
phate excretion was determined regularly from the thirtieth week until the 
second week of the puerperium. All the results obtained during pregnancy 
were subnormal, ranging from 17 per cent to 32 per cent. One day before 
delivery a rise to 31 per cent was noted, and a week later the almost 
normal excretion of 33 per cent was present, falling again to 28 per cent 
a week later. 


COMMENT. 
Technique. 

As compared with that previously employed, a larger amount 
of sodium thiosulphate was injected. Apart from this the tests 
were performed in the same way and consequently most of the 
remarks made then also apply now. After the injection of such 
a large amount as four grammes, the potential error due to the 
iodine-combining substances normally present in the urine be- 
comes almost negligible. No untoward result at any time followed 
injection. 

Type of patient made use of for study. 

As before, only pregnant patients suffering from venereal 
disease were available for study, from which it might be presumed 
that the changes observed in the thiosulphate excretion are pri- 
marily due to the venereal disease. Support is lent to this assump- 
tion by the fact that the values were subnormal in a fourth of the 
non-pregnant venereal patients in the same ward. These cases, 
however, all showed complications of their original infection 
which did not occur among the group of pregnant patients, and 
which were probably responsible for the depressed excretion. 
This point will be further discussed in another communication. 
The question of renal disease must also be considered. Of the 
patients investigated not one showed any clinical evidence either 
of renal disease or toxaemia of pregnancy, but in view of the 
facts that renal efficiency tests were not routinely carried out and 
that the sodium thiosulphate test is a very delicate test of renal 
efficiency, such a condition cannot be assumed to have been 
uniformly absent. In our opinion, however, the fact that many 
of the patients showed such marked fluctuations in thiosulphate 
excretion and, occasionally, such extreme depressions, is very 
much against renal disease playing any other than a very minor 
part in the explanation of the findings. In view of this, we con- 
sider, as in previous work, that the only common factor to account 
for the depression in the sodium thiosulphate output is the presence 
of pregnancy. 
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EXPERIMENTAL RESULTS. 

Possibly on account of the larger amount of sodium thiosul- 
phate injected, all cases studied showed a subnormal excretion 
at least once. As before we divided our cases into two groups, 
one showing only short-lived depressions and the other showing 
prolonged depression. The division is fairly definite. In the 
first group, with one exception, values below 34 per cent were 
never present in two successive determinations, while in the 
second all of the cases, except the last, in which three estimations 
only were made, had at least five subnormal excretions in suc- 
cessive determinations. 

It was frequently found, not only in the pregnant but also 
in the non-pregnant cases, that the first injection was followed 
by a subnormal excretion after which subsequent tests were 
normal. This initial retention of sodium thiosulphate may pos- 
sibly have some therapeutic significance, a question, however, 
which will not be dealt with in this paper. In previous work the 
same finding was present. In this investigation it is evident in 
Cases 7 and 8 of Group 1, and Cases 12 and 14 of Group 2, 
particularly so in Case 7, a multipara in whom the finding was 
only four per cent after the first injection. In view of the fact that 
the output of urine was normal we cannot discount this result 
as erroneous. 

The subnormal values met with in Group 1 show a certain 
regularity, with the exception of the occasional initial low values 
already referred to. We are not ina position to explain the appar- 
ent tendency towards low excretions from the thirty-fifth to the 
thirty-seventh week, while all estimations performed during the 
week preceding confinement were well within normal limits. Two 
days after confinement markedly depressed values were found 
in Cases 5 and 6, while after the first week of the puerperium in 
the great majority of cases normal excretion occurred. Only 
three cases, 4, 8, and 9, showed an excretion below 34 per cent. 
The fact that depressed sodium thiosulphate excretion apparently 
has no connexion with the onset of labour is brought out very 
clearly in this group, in which all the results but one were found 
to be well within normal limits a few days before confinement. 

fn Group 2, the earliest observation was made at the 16th 
week, in Case 13, after which the next three determinations were 
within normal limits. We are, therefore, inclined to attribute this 
subnormal result to the fact that this injection was the first one 
given. A similar finding is present in Case tr. In all cases ex- 
amined in this group subnormal values were found almost uni- 
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formly in the last three months, with some tendency for the 
lowest value to occur from the thirty-sixth to the thirty-eighth 
weeks, as in Group 1. In three cases estimations made one or two 
days before confinement showed a tendency towards increased 
excretion. In the post-partum period, the lowest excretion (six 
per cent in Case 14) occurred two days after confinement. In 
the second week of the puerperium a general tendency towards 
recovered values is noticed, as compared with the depressed 
values in the last ante-partum months. Unfortunately no deter- 
minations could be made after the third week of the puerperium, 
so that the question whether all the cases would have eventually 
had a normal excretion remains unanswered, though the experi- 
mental evidence points in this direction. 


The present series of cases does not throw any light on the 
aetiology of the depression in the thiosuphate excretion. Just 
as in the previous communication, the obstetrical history was 
normal and uneventful in all cases, and a valid reason cannot be 
given for the varying degrees of depression seen in different 
patients. 


Comparison with previous findings. 

In previous work, smaller and varying amounts of sodium 
thiosulphate were administered to a similar group of patients, 
and in this study in a number of cases subnormal values were not 
encountered. In the present study subnormal values were met 
with in every case, and generally speaking the findings resemble 
those found in the experimental animal* more than did those 
obtained previously. This is brought out particularly by com- 
paring the curves obtained in the two studies with those obtained 
from the pregnant bitch. 

While the bulk of low excretions after the injection of smaller 
amounts were present from the thirty-second to the thirty-fifth 
week, after injection of four grammes they were found nearer 
to term. 

In general more observations were made in the post-partum 
period than previously, determinations being made as early as 
two days after confinement, but observations were not made 
later than three weeks after confinement. As previously, the 
findings, although interesting, cannot be interpreted beyond the 
experimental fact that in all cases of pregnancy the thiosulphate 
metabolism is disturbed to a varying degree. This has been 
shown after the injection of four grammes of sodium thiosulphate 
in a more distinct form than with the use of smaller amounts. 
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SUMMARY. 

1. The excretion of intravenously injected sodium thiosul- 
phate solution containing four grammes of the crystalline salt has 
been studied in a series of non-pregnant and pregnant patients 
suffering from venereal disease. 

2. With the exception of a group of complicated cases the 
thiosulphate excretion of the non-pregnant group of cases fell 
within normal limits. 

3. In all cases the percentage thiosuphate excretion was found 
to be depressed to a varying extent below the normal value in the 
later months of pregnancy and during the puerperium, the 
patients falling into two groups according to the extent of the 
depression. 

4. In the first group the depression was usually not marked, 
and was of short duration, while in the second group it was more 
marked and very persistent. 

5. In several cases, both in pregnant and in non-pregnant 
patients, it was noted that a low excretion followed the initial 
injection, the next estimation being normal. 

6. The results in general were more consistent and more dis- 
tinctly shown than with the smaller dosages of sodium thiosul- 
phate previously employed. 

7. None of the patients studied showed any clinical evidence 
either of renal insufficiency or of toxaemia of pregnancy. 


We wish to express our sincere thanks to Dr. Charles Frew, 
Honorary Assisstant Physician for the treatment of Female 
Venereal Disease, Royal Prince Alfred Hospital, for affording us 
free access to the patients under his care, and to Dr. C. A. 
McDermott and Dr. A. A. Abbie, who during the period of the 
investigation successively occupied the position of Venereal 
Diseases Registrar, and the hospital staff, for their sympathetic 
co-operation. 
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Tuberculous Infection of Uterine Endometrioma. 


BY 
CLARA STEWART, M.B., B.S. (Lond.). 


Pathologist, Women’s Hospital, Leeds. 


F.F., a single woman aged 45, a cook, was admitted to the 
Women’s Hospital, Leeds, in May, 1930 with a history of pain 
in the left side of her lower abdomen. The last menstrual period 
had been prolonged and excessive; prior to this, menstruation had 
been fairly regular, lasting four days every 21 to 28 days since the 
age of 13, but with gradually increasing post-menstrual pain for 
the last five or six years. The pain was stated to be like ‘‘ wind,”’ 
working up to a climax, and appeared to the patient to be a 
continuation of the period pain. It had been very severe since 
the last period five weeks before. She had always been very 
constipated. The only other history of illness was a tendency to 
very severe colds which left a troublesome cough, and typhoid 
fever in childhood. 

Vaginal examination revealed a normal cervix and an enlarged 
uterus with a swelling behind it. 

On May 26, 1930, the patient was anaesthetized with ether and 
her abdomen was opened. An enlarged retroverted uterus was 
found, very adherent to the pelvic tissues and the bowel. 
Supravaginal hysterectomy was performed, adhesions having 
been broken down. Comment was not made as to the condition 
of the adnexa at operation. 

The specimen as received in the laboratory had been opened 
in the fresh state. It consisted of an enlarged uterus in which 
was a small fibroid. Attached to the uterus was one Fallopian tube 
and ovary. The endometrial surface was rough and jagged and 
markedly everted. On pressure of the uterine wall pus oozed from 
the surface. The muscular coat was thickened and on fresh 
section had the typical appearance of diffuse endometriosis. The 
Fallopian tube and ovary appeared to be small and otherwise 
normal. 

After-history. The patient made an uneventful recovery and 
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after a convalescence of four months was able to take a light 
post as cook. Apart from excessive tiredness the patient has not 
had any further trouble. She put on weight at first but has since 
lost it. 


HISTOLOGY. 


The endometrial surface is mostly replaced by necrotic debris 
beneath which is tuberculous granulation tissue, while the glands 
are distorted and irregular and the stroma infiltrated by tubercles 
and lymphocytes. 

The muscular coat is everywhere very greatly thickened and 
in many parts invaded and replaced by islets of endometrium 
varying from single glands, with or without stroma, to consider- 
able sized foci up to 5 mm. in diameter. Some of the glands are 
cystic and many of them contain pus and necrotic debris. In 
relation to many of the endometrial islets are numerous well 
formed tubercles, some of miliary size, others large, fused and 
caseating. Both lesions are more marked in the inner half of 
the uterus but at one place a discrete rounded adenomyomatous 
nodule, 15 x I2 mm. in size, extends to within 1 mm. of the 
serous surface. As in ordinary myomata a line of cleavage be- 
tween this tumour and the surrounding compressed muscle has 
occurred. Close by is a tiny seedling myoma 3 mm. in 
diameter devoid of endometrial islets. Like the endometrioma 
diffusum, the adenomyomatous nodule contains numerous well 
formed tuberculous follicles. These apparetnly arise first in the 
cytogenic mantle and may be seen invading the acini from with- 
out. Other follicles appear to occur independently of the endome- 
triomatous islets, i.e. free in the myometrium. Tubercle bacilli 
are found in small numbers. 


COMMENTARY. 


Tubercle in association with endometriosis uteri has been des- 
cribed but rarely, and this appears to be the first example which 
has been recorded in the Leeds Hospital notes. The case is of 
particular interest in that there is a discrete nodule of adenomyoma 
as well as a general diffuse endometriosis and both discrete and 
diffuse lesions are the site of active tuberculosis. It is unfortunate 
that the adnexa were not examined microscopically. Only those 
of one side were removed at the operation and they appeared on 
macroscopical examination to be normal, while the tuberculous 
lesion of the uterus was unsuspected until the specimen had been 
submitted to microscopical examination. 
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TUBERCULOUS INFECTION OF UTERINE ENDOMETRIOMA 


In the clinical history there is not any indication of the time of 
infection. As often happens the symptoms have apparently no 
reference to the tuberculosis. Pain associated with and between 


menstruation was the only symptom so far as the patient could 
tell. 


Tam indebted to Mr. William Gough for permission to publish 
this record of a patient of his. 


Traumatic Purpura occurring during Labour. 


by 
JANE B. Stuppss, M.B., Ch.B. (Manch.). 
Assistant Medical Officer, Withington Hospital, Manchester. 


and 


H. E. Martin, M.D., Ch.B., M.Sc. (Manch.), M.R.C.P. (Lond.). 
Assistant Medical Officer, Withington Hospital, Manchester. 


A CASE of traumatic purpura occurring during parturition has 
recently come under our notice, and as the condition is one of 
great rarity, it would seem to be worthy of record. 

In 1925 Rushmore' published a résumé of 47 cases of pupura 
in pregnancy which had previously been reported, and which 
belonged to a definite clinical syndrome. 

Purpura generally occurs during the sixth or seventh month 
of pregnancy and is attended by headache, palpitation and 
gastro-intestinal disturbance. A purpuric rash develops, usually 
on the lower half of the body; the patient becomes acutely ill, 
and frequently miscarries. Out of the 47 cases reported both 
mother and child survived in 11 only. 

The patient in the case we report is a multipara, aged 35. 
When eight years of age she suffered from rheumatic fever, which 
left her with some degree of mitral incompetence and stenosis. 
The heart is now well compensated. The patient was first married 
in 1922 and gave birth to a healthy child in 1923, the labour 
being normal. The patient married a second time in 1929, and 
developed hyperemesis gravidarum in January, 1930. The strain 
of vomiting caused purpuric spots to appear round her eyes. She 
recovered from the vomiting and purpura but was kept in bed 
from April until June owing to cardiac decompensation. During 
the latter month she was delivered normally of a healthy child. 

In July, 1931 the patient developed chronic cystitis, due to 
staphylococcus albus. Although the cystitis has persisted with 
intermissions to the present time, an examination of the urinary 
tract has failed to disclose any pathological abnormality. 

During January, 1932 the patient again suffered from hyper- 
emesis gravidarum, but purpuric spots were absent. Last April 
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TRAUMATIC PUPURA OCCURING DURING PREGNANCY 


there was a recurrence of the cystitis. Potassium citrate was 
prescribed three times a day in 20 grain doses. As the condition 
did not respond the dose of potassium citrate was increased to one 
drachm every four hours, and this treatment was continued up 
to the time of the confinement. 


Labour commenced early on the morning of July 27th, 1932. 
The first and second stages lasted ten and a half hours, and one 
hour respectively; they were both normal, although during the 
second stage the voluntary efforts of the patient seemed some- 
what excessive. Twenty minutes before the birth of the child a 
bright scarlet blush suddenly appeared on the face, neck, upper 
part of chest, upper four inches of the arms and the back above 
the spines of the scapulae (see illustration). There were a few 
haematomata in the subcutaneous tissues on the backs of the 
hands. Subconjunctival haemorrhages were not observed. The 
rash consisted of punctiform haemorrhages about one millimetre 
in diameter and it did not disappear on digital pressure, being less 
intense over the pressure areas on which the patient was lying. 
The following morning the rash was purple in colour, and 
gradually faded away during the next 10 days. 

The conclusion of the labour was normal and the child, which 
was healthy, weighed 8 pounds 15 ounces. The puerperium was 
uneventful, there not being any pruritus, pyrexia, gastro-intestinal 
disturbance, or malaise. 


The systolic and diastolic blood-pressures were 100 and 65 mm. 
of mercury respectively. The blood count was as follows: 

Red cells 3,568,000, white cells 7,000, haemoglobin 55 per 
cent, colour index 0.75, polymorphonuclear leucocytes 70 per cent, 
lymphocytes 25 per cent, large mononuclears three per cent, 
eosinophils one per cent, and mast cells one per cent. 

The blood-platelets were plentiful. The bleeding time 
estimated by Duke’s method was four minutes (normal two to 
three minutes). The blood-coagulation time was not increased. 

This case differs markedly from those of purpura in pregnancy 
previously described. Except for some hyperemesis occurring 
early, the pregnancy, labour and puerperium were normal, 
and a healthy child was obtained. The eruption was un- 
accompanied by any disturbance of the patient’s general health, 
and occurred during labour. The distribution of the rash over 
the upper part of the body is unusual. 

There are several peculiarities of the. case which might pre- 
dispose to traumatic purpura. The prolonged bleeding time and 
the history of purpuric spots occurring during the hyperemesis of 
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a previous pregnancy, suggest that the patient had a haemorrhagic 
diathesis; the long-standing mitral stenosis would tend to increase 
the intravenous and intracapillary pressure, and the large doses 
of potassium citrate which had been administered for four months 
prior to the labour might influence the coagulability of the blood. 


We are indebted to Dr. M. Gamble and Dr. G. Fitzgerald for 
permission to publish this case. 
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Obituary. 
CHRISTOPHER MARTIN. 


It is with great regret that we report the death, at the end of 
January last, of Christopher Martin, of Birmingham. He died 
in his sixty-seventh year after a serious illness in which he showed 
such fortitude that he did not give up his work until he was com- 
pelled to take to his bed. 

At the age of 20 Christopher Martin gained first-class honours 
at Edinburgh before he was old enough to be put on the Medical 
Register. He won a travelling scholarship in Diseases of Women, 
but, because he was not on the Medical Register on account of 
his youth, the scholarship was given to the man who was 
proxime accessit. The professor of diseases of women, however, 
was so impressed with Martin’s ability and personality, that he 
gave him the advantages which the scholarship would have 
given, and sent his pupil to Germany for three months’ study. 

After holding the posts in Edinburgh Martin came to Birming- 
ham, first as a pupil of Lawson Tait, then as assistant, and then 
as a partner. 

After three or four years with Lawson Tait, Martin started 
in practice for himself and soon had a large consulting practice 


in Birmingham and the Midlands which he kept up to the end 
of his life. 


Martin showed very early that he had the gift of imparting his 
knowledge to others, his first paper on Urethral Caruncle being 
published in the Birmingham Medica! Review, in 1891. Inci- 
dentally his last publication was 40 years later on ‘‘Lawson Tait: 
The Man and his Work,’’ also in the Birmingham Medical 
Review. 

This is not the place in which to insert a list of his papers read 
before various medical societies, but rather to refer to his most 
important contributions to gynaecology and to his work generally. 

In March, 1896, he read a paper, afterwards published in the 
Edinburgh Medical Journal, on ‘‘Pan-hysterectomy, or total 
extirpation of the uterus by abdominal section.’’ We must bear 
in mind that at that time abdominal hysterectomy was not being 
performed and here, shown clearly to every gynaecologist by letter 
and illustrations, was a straightforward, and comparitively easy 
method of removing the uterus, whether for myoma, early car- 
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cinoma or chronic metritis. This publication gave a great impetus 
to the operation of abdominal hysterectomy and from that day 
to this it has been performed, very much on the lines indicated 
in Martin’s paper, with great frequency and great success in his 
own hospital in Birmingham. 


It may be difficult for the present-day gynaecologist to realize 
what this meant to his colleagues at the time but we can assure 
them that it was of the very greatest help. 

In writing of Martin’s daily work in the hospital, as one of 
his oldest colleagues, I can truthfully say that it was always a 
pleasure, as well as a lesson to watch him. While he was 
assistant to Lawson Tait he followed Tait’s methods of simple 
cleanliness without the use of any antiseptics or any attempt at 
real surgical asepsis, but as soon as he was independent he was 
always most careful and up-to-date in his methods of securing 
asepsis. He was a careful, almost meticulously careful, operator. 
In a really difficult operation it was a pleasure to see him go on 
from step to step, unhurried and, above all, unperturbed to the 
successful termination. His results were brilliant. 

If one would choose any operation in which he excelled 
especially, one would choose that of vaginal hysterectomy for 
chronic metritis and endocervicitis. In many of these cases, 
owing to the enlargement of the uterus it was no easy task to re- 
move it per vaginam. He would tie the uterine artery at each 
side and then pulling the body of the uterus into the vagina 
(having separated the bladder), he would, bit by bit, ligature 
the broad ligament each side. He was very found of this 
operation and did a large number. If any criticism may be 
offered it is this, that a number of these cases were associated with 
vaginal relaxation of varying degrees and with an elongated cervix 
and probably now would be more easily treated by amputation 
of the cervix and Fothergill’s operation. 


One of the great things in Martin that impressed itself on his 
colleagues was his reliability. It is difficult to find the exact word 
by which to describe his gift of clearly appraising the patient as 
a whole. It was not just the gynaccological fault that he grasped; 
no man ever comprehended the whole better than he did. It 
was not just a case of operating and no more, but he would take 
infinite pains (no trouble was too great for him), to see that his 
patient was completely restored to health. 

A great deal of his success was due to his really first-class 
diagnostic powers, and many a doctor has testified to the help 
in difficult cases he was certain of getting from Martin. 
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Martin never tired of work, and whatever he undertook he 
did with all his might. 

It was entirely due to Martin’s initiative, as well as largely 
to his subsequent efforts, that the new hospital for womer was 
built in 1904. The circumstances were as follows : 

Martin wrote a paper for one of the medical journals describ- 
ing the work of the hospital, and stating that, in spite of the draw- 
backs of the building, the results obtained therein were better 
than those of any other women’s hospital in this country. The 
disadvantages of the building were great, as it was an old farm- 
house adapted for the purpose. The chairman of the Committee 
of that day was very angry at having any fault found with the 
building, and demanded of Martin that he should either withdraw 
what he had said, or else resign from the staff of the hospital. 
Martin replied that he would do neither, but that unless some- 
thing was done to provide better and safer accommodation, he 
would write to every member of the Committee and to every 
subscriber, and let them know the facts. As a result of this the 
Committee considered the matter, and deputed Martin, together 
with the architect, to inspect the most up-to-date hospitals in 
London, and, finally, the new hospital was planned and built. 

In everything connected with the hospital he took the keenest 
interest and since retiring from the acting staff in 1920 he retained 
his position as an active member of both the Management and 
the House Committee. 

Martin’s private nursing home gained such a reputation for 
comfort and happiness, combined with first-rate surgery and 
nursing that patients came from Newfoundland, America, India, 
Baghdad, South Africa, Kenya, and Egypt, as well as from all 
parts of the British Isles. 

Martin was largely instrumental in establishing the ‘‘Taylor 
Memorial Home,’’ a home for incurable cases, cancer cases 
chiefly, in memory of the late Professor Taylor. He has been its 
chairman and benefactor from its foundation to the end of his life. 

For many years there has been a Midland Medical Society in 
Birmingham. It was more or less a struggling society until, in 
1897, Martin became its honorary secretary, and held the post 
for five years, in which time it became a most active and pro- 
gressive society, and has remained so to this day. In 1912 he 
was its president. 

Another institution for which he has worked hard, which he 
has largely put on its feet and to which he has been a most 
generous benefactor is the Birmingham Medical Institute. 

He was one of the founders of the Midland and West of 
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England Obstetrical and Gynaecological Society and in 1920 was 
its president, and gave as his Presidential Address : ‘‘Reminiscen- 
ces of Lawson Tait.’’ As one who knew Lawson Tait the writer can 
testify to the interest of the address, at the same time, if one might 
criticize, it might be quite fair to ask if Martin did full justice 
to Tait’s influence. Apart altogether from Tait’s original work 
on ectopic gestation, diseases of the ovaries, operation for gall 
stones, and the ‘‘flap splitting’’ principle in perineal plastic re- 
pair, it has always seemed possible that Tait’s chief work was in 
showing the whole world that the abdomen could be opened 
fearlessly, and to that extent modern abdominal surgery owes 
him a debt of gratitude. 

In the meetings of the Midland and West of England Obstetri- 
cal and Gynaecological Society, and in the Congresses at which 
other similar Societies met, Martin took his full share at the 
proceedings, and it is a matter for profound regret that he has 
not lived to take part in the coming Congress to be held in 
Birmingham in April. 

A year after he retired from the active staff of the hospital 
he married Dr. Mary Clark who had been one of the anaesthetists 
at the hospital. In all his private work since, she has been his 
assistant, proving a most successful helper. To her will go the 
deep sympathy of innumerable friends and of all fellow workers. 

Martin was a Foundation Fellow of the College of Obstetrics 
and Gynaecology of the British Empire. 


J. Furneaux Jordon. 


ABOUT 35 years ago, Christopher Martin, who was already on 
the Honorary Staff of the Birmingham & Midland Hospital for 
Women, went out of his way to call on a hospital out-patient. 
She was blind, and he found the door locked for safety. He 
climbed in through the window, made up the fire, and made her 
a cup of tea. This is typical of his attitude towards anybody in 
need, leading one of his most recent patients to write of him, 
“Many of us remember him as ‘Saint Christopher’ a modern 
Saint Christopher complete with halo and amusing stories.’’ 

Those whom he restored to health cannot think of him as dead, 
for from beyond the grave they will hear again his: ‘‘Can I do 
anything more to help you.’’ Wherever he went he brought 
happiness and smiles. Even if he had fault to find, it was done 
in such a way as not to leave any sting, and with such an irre- 
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sistible twinkle in his eye as left the dilinquent smiling rather than 
smarting. Martin had an inexhaustible fund of funny stories, 
which often did his patients more good than medicines, and he 
played the most boyish and harmless pranks on his intimate 
friends. 

As a background to his medical skill Christopher Martin had 
unusually wide interests—archaeology, philology, history, music, 
by-ways in literature, a useful knowledge of several languages, 
kept fresh by delightful holidays on the Continent with a small 
group of intimate Colleagues, and later with his wife. 

In his memorial service the following tribute was paid to him 
by his Minister: ‘‘ No one was more prone to good by stealth. . . . 
Those who find the genius of our Christian faith in Christ-like 
deeds will rank him among the strictest sect of the orthodox.’’ 
No words can convey the beauty and goodness of his character. 
As the patient already quoted has written of him, ‘‘He was a 
radiant personality, brimming over with kindness, and his utter 
simplicity was that of a great man.”’ 


W. Loxley. 
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WILLIAM P. GRAVES. 


Professor of Gynaecology in Harvard University; Surgeon-in- 
chief to the Free Hospital for Women, Boston, U.S.A. 


THE death of Dr. William P. Graves, which occurred on January 
25th, 1933, came as a great shock to the vast majority of his 
friends and patients, and left a void in the community which 
cannot be filled, and which time will only emphasize rather 
than obliterate. Only a few of his most intimate friends realized 
that his health had been failing for some time, and if his life 
was to be prolonged this could only be brought to pass by, at 
least, a temporary curtailment of the various activities which to 
him constituted living. Whether he himself fully realized the 
actual danger, although he had been warned of it by his medical 
adviser, is a question, but in any case he preferred to die in 
harness, carrying on his life’s work to the end, rather than to 
stop and to rust out gradually, as was otherwise inevitable, and 
even to his close friends a sign that any cloud was hanging over 
him was not apparent. 

William Phillips Graves was born at Andover, Massachusetts, 
on January 29th, 1870, the son of William B. and Luranah H. 
(Copeland) Graves. He prepared for college at Phillips Andover 
Academy and graduated from Yale with the class of 1891, leav- 
ing behind him an enviable reputation both as a student and as 
an athlete. After leaving college, he taught for a brief period 
at the Hill School, Pottstown, Pennsylvania, following which he 
entered the Harvard Medical School from which he graduated 
with the highest honours in 1899. During the next sixteen months 
he served as surgical ‘‘house pupil’ at the Massachusetts General 
Hospital. 

In 1900 following his graduation from the Hospital, he 
married Miss Alice M. Chase, of Boston, and went to Vienna 
where he spent several months in graduate study. On his return 
he entered practice in Boston and, within a short time, was 
appointed to the staff of the Free Hospital for Women, in Brook- 
line, as pathologist. In 1907 he was appointed surgeon-in-chief 
to the hospital, a position which he held with marked distinction 
until September, 1932, when he retired from the active control 
of the hospital, as Surgeon Emeritus. 
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In 1911 he was appointed to the professorship of Gynaecology 
at the Harvard Medical School, and in 1927, when the William 
H. Bager Professorship of Gynaecology was established, he 
became the holder of the Chair, becoming Professor Emeritus 
at the beginning of the current year. His retirement from hos- 
pital work and teaching, however, brought no respite from his 
activities as a practitioner, and he continued his ardous life until 
his health completely broke down, some two weeks before his 
death. 

As a teacher Dr. Graves’ work was of a high degree of excel- 
lence, and he was a prolific and convincing writer on gynaeco- 
logical subjects, illustrating his various writings with original 
drawings which showed a high degree of artistic skill. His two 
principal works were a textbook on gynaecology, which ran 
through several editions, and is everywhere accepted as a 
standard work, and a volume on ‘‘Female Sex Hormonology,”’ 
published in 1931. 

Dr. Graves received many honours at the hands of his 
associates. In 1931 he served as president of the American 
Gynaecological Society, and only a few weeks before his death 
was created an Honorary Fellow of the British College of 
Obstetricians and Gynaecologists, being the first American to be 
so honoured. In 1932 he received the honorary degree of Doctor 
of Science from Boston University, and his students also regis- 
tered their approval of him, both as a teacher and as a man, 
by electing him to honorary membership in the various under- 
graduate societies which stand for intellectual attainment. 

It is to be deeply regretted that a life of such manifold 
accomplishment should be cut short at such an unnecessarily 
early age, but Dr. Graves was a man who lived too intensely in 
the present to spare himself even if he realized the cost of con- 
tinued overwork, and always has been of such sturdy physique 
that it is doubtful if he fully appreciated the warnings of his 
medical adviser. Although his patients and colleagues appreci- 
ate part of what he accomplished in his life work, the full 
evaluation of his career will be evident only when we see the 
continued influence of his work in the teaching of students by 
the men he trained, and in the continued high standard of the 
work of the hospital which he did so much to develop. 

He is survived by his wife and three children, the eldest of 
whom is already on the staff of the Free Hospital for Women. His 
mother and a brother, Henry S. Graves, Professor of Forestry 
at Yale University, also survive. 

Franklin S. Newell. 
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The sudden death of Professor William Phillips Graves came 
as a shock to the gynaecological world, and as a severe personal 
loss to his local colleagues and friends. There is no need to 
recount here the details of Dr. Graves’s brilliant professional 
career for they are well known to readers of this journal. He 
possessed, in exceptional degree, the three qualities of a leader 
in medicine- great clinical skill, the ability to impart his know- 
ledge to others, and an interest in productive research, which 
in his case expressed itself in stimulating and directing the in- 
vestigative work of his younger associates. To Graves, and to 
the organization built around him is due much of the credit for 
establishing gynaecology in Boston and New England as a 
speciality independent of general surgery. 

The son of a schoolmaster, Graves started with a cultural 
background which remained in evidence all his life. He received 
academic honours in Latin and Greek, edited the Yale Record, 
and, after graduation from college, taught and studied for four 
years in order to earn the money for a medical education. Later 
his interests turned to philosophy, psychology and eugenics. To 
these subjects Graves devoted the same intensive energy that he 
put into his professional work, for it was his habit to do all 
things well. In purity of diction and charm of style his writ- 
ings reflect the man’s broad humanitarian knowledge. Nor were 
his non-professional attainments limited to the academic field. 
He was a talented artist and modeller, preparing beautiful 
illustrations for most of his own writings. Having been in his 
college days a versatile athlete and famous football player, he 
always maintained an interest in sports; in later years he took 
up golf, on which he became an amateur authority. 

It is pleasant now to recall that within the past year there 
came to Dr. Graves three distinguished honours—the Presidency 
of the American Gynaecological Society, the Honorary Degree 
of Doctor of Science, from Boston University, and the Honorary 
Fellowship of the British College of Obstetricians and Gynaecolo- 
gists. This last was particularly gratifying to him. The life of 
William Phillips Graves is finished, but his life-work goes on, 
for he has left a precious heritage of his wisdom. 

Samuel R. Meaker. 


N 
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Dr. William P. Graves, to adopt the American method of 
address, was merely a name except to those who had met him 
in the United States, until he visited this country in 1926, but a 
name made well known to British Gynaecologists by his splendid 
textbook. The impression he then produced on his colleagues 
here was, as I judged it, singularly uniform; and I was an 
interested spectator, having known him since 1921. His modesty 
and reserve, allied to frankness in debate and sociability in 
season, won for him the reputation ,of being a broad-minded 
surgeon of balanced judgment conservative by instinct, but 
progressive by reason and an interesting and interested com- 
panion. I was privileged, however, by reason of a mutual 
attraction, to know him far better than was possible for the 
ordinary acquaintances. We had so many interests in common, 
apart from our work, that it was a rest to be together. Graves’ 
love of fine literature and history was most stimulating; and 
he longed to obtain an environment compatible with this. After 
spending a few days in the country with me, he said he would 
not be happy until he, too, had a small place himself to which he 
could go for mental refreshment. On the very day he received 
an invitation to accept the Honorary Fellowship of our College, 
he bought an old colonial estate which had belonged to the 
Prescotts—the historian’s family. Alas! his dream came true, 
but too late. 


Graves had been a great athlete. He was a member of the 
Yale football team of 1888 probably the greatest football side 
there has ever been in America. He was also a fine boxer and 
racquets player in his day. He told me that the cardiac impair- 
ment from which he suffered had been caused by weight-lifting, 
for which he had been noted. 


It was a curious coincidence, we thought, that his father should 
have been Professor William Blair Graves. 

In his own country, Graves, I quickly realized, occupied the 
same standing in Gynaecology as that of Whitridge Williams in 
Obstetrics. People admire in others the qualities they most 
desire themselves. Williams and Graves were essentially reliable, 
sound and stable. They were institutions. They were not showy, 
but they were trustworthy. Such examples of integrity and wis- 
dom, of composure and solidity, were of immense value to a 
country in which strenuous efforts were, and are, being made 
by the College of Surgeons and other powerful bodies to raise the 
ideals and standard of practice. 

Graves’ craftmanship as an artist was judged chietly by his 
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medical drawings, which were-of high quality; but he was far 
more than a mere draughtsman: he had an inspired vision of 
beautiful things, and of beauty in ordinary things which pass 
unseen or unnoticed by the man in the street. 

Although Graves was a skilful technician, an astute clinician 
and most attractive and inspiring teacher, it was the greatness of 
his character, the beauty of his thoughts and the gentleness of his 
nature which sustained him in the rarefied atmosphere of the upper 
regions. But he was no gospel-monger; he forced his ideals on 
none. He was very tolerant in his views on religion and morals; 
they were very much those of a healthy man with a well-adjusted 
outlook on the necessity for, but difficulty of living ¢Blos apicro 

I have written of Graves’ modesty. It was almost embarras- 
sing to hear him laughingly protest when he was here in Decem- 
ber last that it was more than he could endure to hear himself 
described in so flattering a manner, for he had, he said, no idea 
that anyone considered him ‘‘out of the ordinary”’ ; and he meant 
this quite seriously. 

The thoughtfulness of Graves’ nature, his love of fair-play, 
and his adherence to the principle of the right and proper, 
ensured his being a great gentleman. He never in his life, I 
should think, hurt the feelings of anyone. 

I had two charming letters from him after he returned home, 
and I little thought that when, after some delay, I wrote to him 
in reply and sent the photographs and cuttings he desired to 
have, that he would never receive them or my letter telling him 
how greatly we all had enjoyed his visit to us, and how much 
affection he had won by his unassuming, gracious, and charm- 
ing personality. 

William Blair-Bell. 
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Programme of the Ninth British Congress of Obstetrics 
and Gynecology. 


BIRMINGHAM, APRIL 5th, 6th anp 7th, 1933. 


President: 
PROFESSOR BECKWITH WHITEHOUSE, F.R.C.S., F.C.O.G. 
Honorary Local Secretary: 
Mr. W. E. Barnie-Adshead, F.R.C.S., M.C.O.G., 8g Cornwall Street, 
Birmingham. 


CONSTITUENT SOCIETIES. 

Section of Obstetrics and Gynaecology, Royal Society of Medicine. 

Edinburgh Obstetrical Society. 

North of England Obstetrical and Gynaecological Society. 

Midland Obstetrical and Gynaecological Society. 

Glasgow Obstetrical and Gynaecological Society. 

The Ulster Medical Society. 

Section of Obstetrics and Gynaecology, Royal Academy of Medicine, 
Ireland. 


OFFICIAL GUESTS. 
Professor Dr. Oskar Fraenkl, University of Vienna. 
Professor Dr. Van Rooy, University of Amsterdam. 


The Meetings will be held in the Congress Hall at the University, Edgbaston. 


WEDNESDAY, APRIL 5th. 
MORNING SESSION, 10 a.m. to 12-45 p.m. 


Chaiyman: THE PRESIDENT. 


Discussion on ‘‘The Uterine Action and its Abnormalities.’’ 
Introduced by: Mr. Aleck L. Bourne, F.R.C.S., F.C.O.G. 
Followed by: 


1. Mr. L. Carnac Rivett, F.R.C.S., M.C.O.G. 
Professor W. Biair-Bell, F.R.C.S., F.C.O.G. 
2. -Mr. T. N. Jeffcoate, M.D., M.C.O.G. 
(Mr. M. M. Datnow, M.D., M.C.O.G. 
3. Dr. J. M. Robson. 


Communications by : 
1. Dr. Bethel Solomons, M.D., F.C.O.G.: ‘‘A clinical Note on Involution 
of the Uterus.’’ ; 


2. Mr. Wentworth Taylor, F.R.C.S., M.C.0.G.: ‘‘The Anomalies of 
Uterine Action during Labour.”’ 
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AFTERNOON SESSION, 2-15 p.m. to 4.15 p.m. 
Chairman: Dr. J. P. HEDLEY, F.R.C.S., F.C.0.G., London. 
Mrs. Bertram Lloyd, F.R.C.S., and Mr. P. J. Ganner, F.R.CS., 
will show a specimer®of Fundal Rupture of the Uterus. 
The rest of the session will be devoted to the discussion of Uterine 
Action and its Abnormalities. 
5 p.m. 
Annual Meeting of the British College of Obstetricians and Gynaecologists, 
in the Congress Hall of the University, Edgbaston. 
Chaiyman: THE PRESIDENT OF THE COLLEGE, 


Dr. JOHN SHIELDS FAIRBAIRN, F.R.C.S. 


THURSDAY, APRIL 6th. 
g a.m. 
Meeting of the Executive Committee of the Congress, at the University, 
Edgbaston. 
MORNING SESSION, 9-30 a.m. 
Business Meeting of the Congress at the University, Edgbaston. 


Chairman: PRoFEssOoR W. BLair-BELL, F.R.C.S., F.C.O.G. 


10 a.m. to 1 p.m. 


Chaiyman: Dr. JAMES YouNG, F.R.C.S., F.C.O.G., Edinburgh. 
Communications by: 
1. Professor Dr. Oskar Fraenkl: ‘‘The Isthmus Uteri.”’ 
2. Professor Gilbert Strachan, F.R.C.S., F.C.0.G.: ‘‘ Some Aspects of 
Cervical Pathology.”’ 
3. Mr. L. Carnac Rivett, F.R.C.S., M.C.O.G.: ‘‘A Note on the Treat- 
ment of Hydramnios.’’ 
4. Dr. A. A. Davis: ‘‘The Innervation of the Uterus.”’ 


AFTERNOON SESSION, 2-30 p.m. to 4-30 p.m. 


Chairman: PROFESSOR LEYLAND Rosrnson, F.R.C.S., F.C.0.G., Liverpool. 
Communications by: 


1. Professor Dr. Van Rooy: 

2. Dr. E. Chalmers Fahmy, F.R.C.S.E., M.C.O.G.: ‘‘Post-Menopausal 
Haemorrhage.’’ An analysis of 1,000 cases reported from the 
Edinburgh Medical School. 


3. Professor Leonard Parsons and Dr. R. J. Gittins: ‘‘Anaemia of Preg- 
nancy. Its effect upon the Foetus.’’ 


FRIDAY, APRIL 7th. 
g.30 a.m. at the UNIVERSITY, EDGBASTON. 
Meeting of the Shareholders of the Journal of Obstetrics and Gynaecology 
of the British Empire. 


Chairman Dr. T. Waris Eben, F.R.C.S.E., F.C.O0.G. 
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MORNING SESSION, 10 a.m. to 1 p.m. 


Chairman: PRoFEssoR JAMES HENpDRY, F.C.O.G., Glasgow. 
Communications by: 


1. Mr. R. G. Maliphant, F.R.C.S., M.C.O.G.: ‘‘The Histological Classifi- 
cation of Cancers of the Uterine Cervix, and their Relationship to 
Prognosis after Radium Therapy.”’ 

2. Dr. E. Bulmer.: ‘‘Osteomalacia—General Considerations with a 
Presentation of Two Cases.”’ 

3. Dr. Dugald Baird: ‘‘A Study of Ureteral Tone during Pregnancy.” 


AFTERNOON, 3 p.m. 
The afternoon will be devoted to excursions to: 
1. Messrs. Cadbury’s Works at Bournville, or 
2. The ‘“‘Lucy Baldwin’”’ and the ‘‘Mary Stevens’’ Maternity Hospitals at 
Stourport and Stourbridge, respectively. 
The members will be received by Dr. Wyndham Parker, M.C., County 
Medical Officer for Worcestershire. 


SATURDAY, APRIL 8th. 
10. a.m. 


The morning will be devoted to Operations and visits to Hospitals. 
A list of operations to be performed in the various Gynaecological Clinics 
will be posted at the University on Friday Morning. 


PATHOLOGICAL EXHIBITION. 
An exhibition of pathological specimens will be arranged at the University, 
Edgbaston, and will be open for inspection after midday on Wednesday. 


BOOK REVIEWS. 


“A System of Surgery.’’ Third edition; edited by C. C. CHoyce, C.M.G., 

C.B.E., M.D., F.R.C.S., Professor of Surgery, University of London. 

Surgeon, University College Hospital. Pathological editor: J. Martin 

Beattie, M.A., M.D., C.M., M.R.C.S., Professor of Bacteriology, Univer- 

sity of Liverpool. London: Cassell and Co., Ltd. Three volumes, 1932. 

3,330 pages, price £6. 

‘“‘A System of Surgery’’ should be on the book-shelves of every obstetric 
and gynaecological surgeon. No branch of surgery is in a water-tight com- 
partment, and the intelligent practice of a specialty not only needs a sound 
education and experience in general surgery but a constant reference to 
advances in all branches. This requirement cannot be better filled than by 
the ‘‘System of Surgery’’ so ably edited by Choyce, which has now estab- 
lished a firm permanent position in national and international surgical litera- 
ture. 

The specialist in any branch of surgery will naturally look to mono- 
graphs rather than to a great system for the latest developments in his 
own subject, and the gynaecologist will not expect to find all the infor- 
mation he requires compressed into the 107 pages allotted to his subject, 
ably as it is dealt with by Mr. Victor Bonney. It has also become an 
established custom to exclude from systems of this character a full des- 
cription of operative procedures. Practitioners of surgery must seek for 
details of operations in works on operative surgery. 

Many of the original contributors to the first edition of Choyce’s System 
have passed away. In some cases their contributions have been re-written, 
and in others revised and brought up-to-date. One cannot help feeling that 
in some instances, which one does not wish to particularize, it would have 
been better if the contributions had been entirely re-written instead of being 
revised. 

On the whole, the third edition of this standard work shows a consider- 
able improvement on previous ones. A notable addition in the first volume 
is the section on the ‘Surgical Uses of Radium,’’ by the late Dr. G. E. 
Birkett. One feels that this chapter is all too short and regrets that this 
brilliant worker will not be available to expand this section in future 
editions. A new contributor, Mr. A. H. Gardham deals in a very illuminating 
way with the subject of burns, and it is satisfactory to note that he gives 
considerable attention to those intractable burns which result from radium 
and X-rays. 

The - sections on ‘‘Pathology, 


” 


and ‘‘Bacteriology, are edited by 
Professor J. Martin Beattie, who contributes several chapters himself. This 
part of the subject is very thoroughly dealt with, and forms a most valuable 
background for the whole work. 

The sections on ‘‘Abdominal Surgery’’ are mainly concentrated in the 
second volume, and here the obstetric and gynaecological surgeon will find 
contributions which will be of the greatest value to him in bringing him 
up-to-date in different branches of abdominal surgery, with any one of 
which he may be called upon to deal when faced with some other abdominal 
condition in the course of a gynaecological operation. 


318 


BOOK REVIEWS 


The section on the ‘‘Oesophagus’’ has been revised by H. S. Souttar, 
than whom no one is better qualified to deal with this difficult branch of 
surgery. Sherren’s original article on the ‘‘Stomach and Duodenum’”’ has 
been revised by Mr. A. J. Walton, a difficult task, since Sherren’s article 
was mainly based on personal experience. The section is a most valuable 
one, but in a system of this character one would have expected to see a 
more detailed account of the procedures recommended by others in various 
forms of peptic ulcer. 

The section on the ‘‘Intestines,’’ written by Mr. Alexander Miles, has 
been revised with the assistance of Mr. K. Paterson Brown. It is a most 
valuable contribution, and the article on ‘‘Intestinal Obstruction’’ should 
be particularly useful. Other contributions to this volume, of special interest 
to the gynaecologist, are those on the ‘‘Rectum’’ by the late Mr. H. S. 
Clogg; the ‘‘Liver,’’ ‘‘Bile Passages and Pancreas,’’ by Mr. G. Grey Turner; 
and the ‘‘Surgery of the Urinary Tract,’’ by Sir John Thomson-Walker. 

The third volume includes some important sections, particularly that on 
“The Neck,’’ by Mr. Dunhill, and a new and most admirable section on 
the ‘‘Peripheral Nerves,’’ by Mr. Geoffery Jefferson. The next edition may 
require considerably more space for the discussion of the “‘Surgery of the 
Sympathetic Nervous System,’’ a line of surgical advance which may prove 
to be of great interest to the obstetric and gynaecological surgeon. Mr. 
Wilfred Trotter has revised his excellent sections on the ‘‘Skull and Brain,”’ 
and the ‘‘Spine and Spinal Cord,’’ in collaboration with Mr. Julian Taylor. 

There are necessarily many variations in the standard of the different 
sections in a work of this size, contributed by many pens, but the Editor 
is to be congratulated on the high level which is maintained throughout. 
Perhaps the reviewer may be permitted to include a personal criticism of 
a feature which is by no means peculiar to this work, or even to works 
of this kind, but seems to be a characteristic of most scientific publications. 
The point referred to is the practice of publishers, editors, or contributors, 
of printing certain paragraphs in smaller type. It seems rather a liberty to 
take to label a paragraph or section as unimportant by this means. To the 
individual reader the paragraph which has been printed in smaller tvpe may 
be one to which he attaches considerable importance. 


‘“A Textbook of Midwifery in the Tropics.’” By V. B. GreEN-ARMYTAGE 

and P. C. Dutra. The Book Company Ltd., Calcutta. Price 1os. 6d. 
TuIs short textbook follows the usual lines of an English obstetric manual 
except that it is written in staccato style. Several statements are open to 
doubt such as: that an ovarian is more common tnan an interstitial ectopic 
pregnancy; that the plasma fibrinogen content is decreased during eclampsia; 
that endometritis is frequently encountered and that a torn perineum can 
lead to prolapsus uteri. Seeing, however, that it is the avowed aim of the 
authors ‘‘ to give back to India before it is too late something which may 
help to lessen its great maternal and infantile mortality,’’ this review will 
concern itself with considering to what extent this aim has been achieved. 
The feature of the book which is unique and deserves the utmost praise is 
the insistence of the writers on an adequate diet to prevent many of the 
complications of pregnancy. Out of 283 pages only four are devoted to the 
conduct of normal labour and it is laid down that every delivery should be 
regarded as a major surgical operation and should be preceded by a vaginal 
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examination. However much support may be forthcoming for such teaching 
in England it is fantastic for India and the Tropics generally. If modern 
obstetrics cannot teach antisepsis, non-interference and the abdominal con- 
duct of labour, its contribution to the Tropics cannot have any significant 
value during the present century. 

Seven pages only are devoted to diseases peculiar to the Tropics. Malaria 
is dismissed in 10 lines, cholera in four, typhoid fever is merely referred to 
on two occasions, while no mention is made of beri-beri, plague or leprosy. 
This amazing lack of proportion is especially evident when it is stated that 
more space is devoted to chorea, of which the authors have seen one case 
only, than to malaria, typhoid fever, cholera and sprue put together. It is 
insisted that pyrexia during the puerperium must not be ‘‘branded’’ as 
puerperal sepsis until tropical diseases have been excluded, and _ yet 
half a page only is devoted to this discussion. Part of the morbidity 
at the Eden Hospital may be due to the facts that purgatives do not seem 
to be given as a routine after delivery, and adequate vaginal drainage is 
thought to be obtained by propping the patients up in bed. There is too, 
rather a tendency to assume that Calcutta is the Tropics and the Tropics 
Calcutta. It is asserted that diseases of the gall-bladder are peculiarly 
common and appendicitis ‘‘by no means uncommon’’ during pregnancy in 
the Tropics. This may be true in Calcutta, but it is certainly not true of 
the Tropics as a whole and there is no reliable evidence that it is true for 
the rest of India. 

Such a book as the authors planned is long overdue and they are peculiarly 
fitted to write it. It is to be hoped, however, that before the second edition 
is due they will have the leisure to rewrite the book completely, and while 
seriously considering the vital question of obstetric statesmanship will out 
of their rich experience give a much fuller description of tropical diseases 
as they affect and are affected by pregnancy. Finally it might be wise to 
alter the title to ‘‘ A Textbook of Midwifery for India.’’ 


“Recent Advances in Obstetrics and Gynaecology,’’ by ALECK BOouRNE, 

F.R.C.S., and Lestit Wittiams, F.R.C.S. Third edition, 87 illustrations. 

J. A. Churchill. 

THE two previous editions of this very useful work came from the pen of 
Mr. Aleck Bourne. So successful has the second edition been that in a 
comparatively short time the third has been demanded. Mr. Bourne has 
come to the conclusion that, with the help of Mr. Leslie Williams principally, 
and Doctors Courtney Gage, Justina Wilson, and Roche Lynch for certain 
chapters, a more critical and comprehensive view has been made possible. 
Probably the senior author is correct in his estimate, but the former editions 
were so useful, and the subjects therein were presented so well that this 
third edition must be regarded as an attempt to paint the lily, and gild 
refined gold, and in this it perhaps succeeds. 

New chapters are added on anaesthetics in labour, carcinoma of the 
cervix and functional uterine haemorrhage. The discussion on the treatment 
of carcinoma of the cervix by the radical operation and by radium is well 
set out, and the latest figures obtainable are given. 

There is a full description of the use of Kielland’s forceps by the inventor 
thereof. 
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This book should be read by every student before going up for any of 
the higher examinations in Midwifery and Gynaecology, and many teachers 


and examiners might read it with satisfaction to themselves and advantage 
to their pupils. €.. B: 


“Synopsis of Midwifery and Gynaecology,’’ by ALEcK W. Bourne, M.B., 
F.R.C.S. Fifth edition, 175 illustrations. John Wright and Sons, 
Bristol, price 15s. 

Tuts edition has been thoroughly revised. New features are a set of 

diagrams on the development of the amnion, and a detailed account of the 

Stockholm technique for the treatment of carcinoma of the cervix, but there 

is no mention of the X-ray treatment which has followed the application 

of radium at the Radiumhemmet, for the last few years. That this book 
has entirely fulfilled the purpose of its author, who intends it as a means of 
revision for final examinations in the subjects with which it deals, after the 
student has grasped the principles of the subjects by the study of leading 
textbooks, is obvious, since the new edition is the fifth. €. B: 


“The Relative Value of Radiotherapy in the Treatment of Cancers of the 
Upper Air-passages,’’ by W. DouGLAs HARMER. 
TuIs little book is a reprint of the author’s Semon lecture delivered before 
the Royal Society of Medicine. It contains the considered opinion and 
experience of a surgeon who has been the leader in this country of radio- 
therapy treatment in cancers of the nose and throat and, in addition, very 
valuable statistics on the after-results of treatment in more than 30 centres. 
An important point which is rightly stressed throughout, is the import- 
ance of team work in treatment, and the deprecation of the use of radio- 
therapy by those unskilled in this treatment. 
For the specialist who is likely to be interested in the active treatment 
of these conditions it is a valuable book, but for the general practitioner to 
whom matters such as diagnosis, post-operative and palliative treatment are 


of greater concern, the naturally restricted scope of the book tends.to limit 
its usefulness. 


C. P. Wilson. 


“Child Care To-day.’’ By Beta Scuick, M.D., and RoseEnson, 
M.D. Published by Greenberg, New York: pp. 309. 
THE authors have set out to write a book suitable for the use of mothers, 
children’s nurses, and anyone concerned with the management of children. 
In a small compass the volume covers the antenatal period, the infant and 
pre-school child. The dual interests of physical health and mental develop- 
ment are dealt with for each period. A few pages at the end are devoted to the 
minor common diseases of childhood. There are innumerable books on this 
subject, all written for the lay-reader. This volume is one of the best. It 
is a very safe one to recommend to parents. We have no hesitation in 
praising the work highly. The teaching is very sound and safe; while the 
advice on the mental development of children is unusually excellent, for it 


is scientific, broadminded, and full of common sense. The book is well 
printed and produced. 


H. E. A. Boldero. 
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‘Radiologic Maxims,’’ by HaroLp SWANBERG, B.Sc., M.D., F.A.C.P. 
(Radiological Review Publishing Co., Quincy, Illinois, U.S.A., 1932). 
127 pages, price $1.50. 

For students and general practitioners, and for others who wish a series of 

brief flashlights on the wide subjects of X-ray diagnosis and treatment and 

radium treatment, this collection of ‘‘radiologic maxims’? may be warmly 
commended. These have been culled from recent numbers of the Radio- 
logical Review by its editor, Dr. H. Swanberg. Before publication the 
collection was submitted to Doctors G. E. Pfahler, L. T. Le Wald, and 

A. H. Pirie for their advice and criticism. Its high standard therefore can 

be accepted, and the truth of few, if any, of the maxims can be questioned. 

A number of the longer quotations given, appreciative of aspects of the 

subject (many of them from the writings of eminent British authorities), 

form a valuable addition to the picture. 

One word of criticism may be given as to the arrangement of the 
maxims. Many of these are duplicated, or even given occasionally up to 
five or six times. For example, gastric cancer is mentioned in five maxims 
scattered throughout the section on the ‘‘Gastro-intestinal Tract,’’ and post- 
operative radium treatment of nasal polypi is mentioned four times in the 
section on ‘‘Radium Therapy.’’ The longer quotations also might be better 
grouped. For example, radium treatment in dermatology is referred to on 
pages 85 and go, separated by four pages on epithelioma, uterine cancer 
(cervix and body), and bone sarcoma. 

Only one misprint has been seen: incident for incidence (of metastases) 

20: 

i There is an interesting sidelight on the American language on page 112 

where it is said that ‘‘Moyniham is the first physician since Lister to be 

elevated to the peerage! ”’ 


C. D. Webster. 


MONATSSCHRIFT FUR KREBSBEKAMPFUNG. 

WE welcome the appearance of the Monatsschrift fiir Krebsbekimpfung, of 
which the first number, appearing in January, 1933) is published by J. F. 
Lehmann (Miinich, RM. 3.60 quarterly). The editorial committee includes 
surgeons in London, Siena, Vienna, Osaka and Berne; and a foreword states 
that the object of this ‘‘monthly journal for combatting cancer’’ is to place 
weapons for the fight in the hands of practitioners, statutory bodies and 
societies. It is written primarily for medical men, and appropriately begins 
with an account by Winter of Kénigsberg of his successful efforts, made in 
East Prussia at the beginning of the century, to reduce the mortality of 
cancer of the uterus by an educational campaign in which doctors, midwives 
and the laity were enlisted to secure early and right treatment. Abstracts 
from the first number will be found on pages 350-351 of this issue. 


W. E. Crowther. 
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Review of Current Literature. 


Tus Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynecology of the British Empire’? exchanges :— 


British.—The Lancet; British Medical Journal; The Cancer Review : 

Canadian.—The Canadian Medical Association Journal; Bulletin Médica! 
de Quebec. 

Australian.—Medical Journal of Australia, 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles-Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gyniakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynakologie; Miinchener Medizinsche Wochenschriift. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current literature throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Beatriz, F.R.C.S.; A. C. Bett, F.R.C.S.; J. LYLe 
CAMERON, F.R.C.S.; R. L. Dopps, F.R.C.S.; R. C. LiGHTwoop, 
M.D.; D. H. MacLeop, F.R.C.S.; J. A. Moore, M.B.; C. D. Reap, 
F.R.C.S. (Edin.); F. Roques, F.R.C.S.; G. W. THEoBaLD, F.R.C.S. 
(Edin.); A. WALKER, F.R.C.S.; A. J. WRIGLEY, F.R.C.S. 


Huddersfield: W. E. CRowTuer, M.B. 
Leeds: R. H. B. Apamson, M.D. 
Liverpool: M. Datnow, M.D.; P. Mapas, F.R.C.S. 
Sheffield: W. W. Kino, F.R.C.S. 
Glasgow: JANE H. FILsHILu. 
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The Lancet. 


October Ist, 1932. 
Vitamin A content of the liver in puerperal sepsis. H. N. Green. 
*An aid in the treatment of toxaemia of pregnancy. S. J. Cameron. 
October 8th, 1932. 
*Conservative treatment of eclampsia. E. A. Gerrard and R. L. Newton. 
October 15th, 1932. 
*The after-effects of eclampsia with special reference to hypertension and 
chronic nephritis. J. Breakey. 
November 5th, 1932. 
*The upper urinary tract in pregnancy. D. Baird. 
Foetal ascites. R. H. Hunter. 
Resuscitation of infants by carbon dioxide and oxygen. J. B. Blaikley. 
November 19th, 1932. 
Pulmonary embolism in relation to pregnancy. J. Beattie. 
Chloroform capsules. W. H. Jones and W. Stanwell. (Correspondence). 
November 26th, 1932. 
Analgesia and anaesthesia in obstetrics. C. Riggall. (Correspondence). 
December t1oth, 1932. 
A case of ectopic pregnancy. K. Duff. 
December 17th, 1932. 
*Albuminuria in pregnancy and its treatment. J. V. O’Sullivan. 
*Toxaemia of pregnancy treated with alkalis and calcium. A. Daly and 
W. C. Armstrong. 
December, 24th, 1932. 
The incidence of albumin and sugar in the urine of normal women. G. 
W. Theobald. 
Albuminuria and pyelitis in pregnancy. G.H. Dodds and D. Baird. 
(Correspondence). 


AN AID IN THE TREATMENT OF TOXAEMIA OF PREGNANCY. 

Calcium is the main custodian of liver efficiency during pregnancy. 
During this time, especially during the pre-eclamptic state, the blood cal- 
cium is low. There is also an accompanying deficiency of calcium. The 
author treats all cases of albuminuria by the oral administration of calcium 
sodium lactate, grains 7.5; potassium citrate, grains 40; and sodium bicar- 
bonate, grains 20; three or four times a day. A striking fall in the 
incidence of eclampsia has resulted. It appears that no cases receiving treat- 
ment developed this complication. In pre-eclamptic cases calcium gluconate, 
potassium citrate and sodium bicarbonate are administered intravenously. 


CONSERVATIVE TREATMENT OF ECLAMPSIA. 

From 1908 to 1920 there was no routine treatment of eclampsia at St. 
Mary’s Hospital, Manchester. The mortality was 35.6 per cent. By the 
adoption of the Dublin method from 1920 to 1928 the mortality fell to 19.8 
per cent. From 1928 to*1932 a new method has been employed, reducing 
the mortality to seven per cent in 100 consecutive cases. The method 
embodies eliminative and sedative treatment combined with the four-hourly 
administration of coramine as a cardiac stimulant. In this series of 100 
cases, the last 60 have, in addition, received intravenous glucose and intra- 
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muscular magnesium sulphate, with only three deaths. An analysis of the 
100 cases is given. The average systolic blood-pressure was 150.5 mm. of 
mercury. The foetal mortality has not fallen with the maternal mortality. 


THE AFTER-EFFECTS OF ECLAMPSIA. 

In normal parous women there is a steady rise in blood-pressure up to 
the age of 60, with a drop between 40 and 50. This curve is modified after 
eclampsia by a more rapid rise and an exaggerated drop. Chronic nephritis 
follows eclampsia in a number of cases and may cause early death. Hyper- 
tension and nephritis are more liable to develop in multiparae who are over 
30. Eclampsia does not affect fertility but renders abortion and stillbirth 
more likely. Albuminuria is very liable to complicate subsequent pregnancies. 


THE UPPER URINARY TRACT IN PREGNANCY. ~ 

Pregnant women show varying degrees of atony of the upper urinary 
tract, and this may occur at the very beginning of pregnancy. Dilatation and 
stasis may occur during the second half of pregnancy due to the pressure 
of the uterus on the atonic ureters at the pelvic brim. During pregnancy 
the ureters show marked elongation and kinking, proving that atony is the 
primary factor. Pressure on the ureters at the brim of the pelvis may 
cause dilatation and stasis but elongation and kinking are not seen when 
this is caused by other means, such as by an ovarian cyst. In normal 
pregnancy, the tone of the ureters improves near term, and in cases of 
albuminuric toxaemia there is a minimum of atony and stasis. In both 
instances there is believed to be an excess of posterior pituitary hormone in 
the blood. The primary factor in the causation of stasis is probably 
endocrine. Infection of the urinary tract is common during pregnancy, and 
is often unrecognized. It is always preceded by stasis and seldom clears 
up until after the termination of pregnancy. Early diagnosis and early 
treatment allow such cases to go to term. Ureteral catheterization, to 


ensure drainage and to relieve pain, has a place in the treatment of these 
cases. 


ALBUMINURIA IN PREGNANCY AND ITS TREATMENT. 

In more than half the cases diagnosed in the antenatal clinic as albu- 
minuria, the condition was found to be an infection of the urinary tract. 
Iron should form part of the medicinal treatment of such cases. 


TOXAEMIA OF PREGNANCY TREATED WITH ALKALIS AND CALCIUM. 

This paper is based on the treatment laid down by Cameron (see pre- 
previous abstract.) In mild cases the majority were successfully treated by 
calcium and alkalis. The persistence of small amounts of albumin yielded 
to an intravenous injection of calcium alone. In severe cases, an initial 
injection of alkali, in addition to calcium, was given. The alkaline 
ampoule contains sodium bicarbonate, grains 20; and sodium acetate (3H,O), 
grains 20. The details of treatment are given. The induction of premature 
labour was reduced by this method of treatment from 59 per cent to two 
per cent. The incidence of spontaneous premature labour was reduced from 
60 per cent to 1m per cent. The treatment appears to be valuable in 
eclampsia. 

A. C. Walker. 
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The British Medical Journal. 


October ist, 1932. 
*Antenatal radiology. R. E. Roberts. 
Maternal morbidity. T. O. Williams. (Correspondence). 
October 8th, 1932. 
Maternal morbidity. Wentworth Taylor. (Correspondence). 
October 22nd, 1932. 
*Genital prolapse. H. Leith Murray. 
Maternal mortality. Ik. Anderson. (Correspondence). 
Local inquiries into maternal deaths. R. L. Kitching. (Correspondence). 
Maternal morbidity. K. Vaughan. (Correspondence). 
October 29th, 1932. 
Acute localized phlegmonous enteritis complicating pregnancy. F. W. 
G. Nash. 
Ruptured ectopic gestation. R. C. Webster. 
Vaginal flora in children. E. A. Wood. (Correspondence). 
November 5th, 1932. 
Maternal morbidity. Several correspondents. 
November toth, 1932. 
*The radiotherapy of carcinoma of the uterus. F. Voltz. 
*Results of the treatment of cancer of the cervix uteri. A. Lacassagne. 
*Surgical treatment of carcinoma of the cervix. V. Bonney. 
Genital prolapse: the value of exercises. A. Kellgren Cyriax. (Corresp.) 
November 26th, 1932. 
Maternity and child welfare services in their relation to public health. Dame 
Janet Campbell. 
December i1oth, 1932. 
Uterine prolapse. F. A. Nyulasy. (Correspondence). 
December 17th, 1932. 
*Comparative physiology of the menstrual cycle. S. Zuckerman. 
December 24th, 1932. 
Fundamental principles of obstetric practice. Dame Louise McIlroy. 
Maternal morbidity. Kathleen Vaughan. (Correspondence). 
December 31st, 1932. 
Uterine prolapse. E. Hesketh Roberts. (Correspondence). 


ANTENATAL RADIOLOGY. 

From experience in 600 cases, the author considers that antenatal radio- 
logy gives valuable information in the diagnosis of pregnancy, estimation 
of the age of the foetus, position and presentation, estimation of pelvic 
measurements and of disproportion, investigation of hydramnios, multiple 
pregnancy and foetal abnormalities, the diagnosis of foetal death and extra- 
uterine pregnancy. Radiographic details are given. 


GENITAL PROLAPSE. 

In discussing the diagnosis the author points out that there may or may 
not be any association between prolapse and backache. Many patients who 
are suffering from other conditions are sent to hospital as cases of prolapse. 
Vaginal laxity is common in parous women and so is backache. It is 
essential to appreciate the relation between the two. It may be said that 
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the symptoms bear less relation to the degree than to the rate of develop- 
ment of prolapse. Prolapse is due more to diffuse subinvolution of the 
pelvic floor than to injury. The author considers that the popular idea that 
a subsequent pregnancy can cure prolapse is not without foundation. He 
also considers that a congenital tendency to prolapse is an important factor. 
In making a diagnosis he stresses the following axioms: 1. Uncomplicated 
prolapse is purely postural. 2. The symptoms of parous prolapse date from 
delivery, and 3. Some women have difficulty in straining in the lateral 
position. 

Prolapse must be considered in relation to the vaginal stem, its lower, 
middle and upper portions. 

The lower end is of least importance, as a complete tear of perineum 
rarely is accompanied by descent. Descent of the vagina and descent of 
the uterus may occur independently of each other, depending on the tissues 
affected. The desideratum in operating for prolapse is the maintenance of 
a vaginal stem rather than a correct uterine position. Ventral fixation is 
not required, but prolapse may be accompanied by other complications 
which require operative measures other than colporrhaphy. 

Pessaries have four uses in the treatment of prolapse: (1) for diagnosis; 
(2) as a temporary expedient; (3) when operation is contra-indicated, and 
(4) if retroversion or prolapse are present before involution is complete. 


THE RADIOTHERAPY OF CARCINOMA OF THE UTERUS. 

With experience of 3,000 cases, Voltz considers that radiotherapy can do 
everything that surgery can in cancer of the uterus. Comparing his results 
with the results of operation as compiled by Heyman, he shows that both 
the relative and the absolute cure rates in his series are better than the 
corresponding surgical figures; the small primary mortality and high per- 
centage of cases which can be treated radiologically must also be considered. 
Better results are claimed for radiotherapy in carcinoma of the body of the 
uterus. The technique employed at Miinich is a combination of X-rays and 
radium. Two courses of treatment are given with an interval of eight weeks. 
Routine irradiation of the pituitary body is carried out with the object of 
improving the general condition and increasing the sensitivity of the car- 
cinomatous tissue. The X-ray treatment requires accurate dosage and the 
services of a thoroughly trained personnel. Although at Miinich the com- 
bined form of treatment is preferred, the results of pure X-ray therapy 
obtained at Erlangen are nearly as good. After X-rays, a portion of the 
growth is removed for section and the growth may be removed by scraping 
or fulguration. Radium is then applied by vaginal and cervical applicators 
in cases of carcinoma of the cervix. <A total of 55 mg. for 24 hours is used, 
screened with one mm. of brass. Details of the administration of the clinic 
and of the follow-up system are then given. 


RESULTS OF THE TREATMENT OF CANCER OF THE CERVIX UTERI. 

Lacassagne considers that cancer of the cervix should be treated radio- 
logically, cancer of the body of the uterus and sarcoma of the uterus 
surgically. He reviews the results in cancer of the cervix obtained at the 
Institute du Radium de Paris in two four-year periods, 1919 to 1922 and 
1923 to 1926. The first period represents the experimental period and the 
second, a time when the technique had become standardized. The technique 
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consists of the intra-uterine and vaginal application of radium, supplemented 
by X-rays or radiation from a four-gramme bomb distributed over the pelvis. 
A great improvement is shown in the second, compared with the first series. 
In Stage 1 cases, the five-year cures rose from 33 to 86 per cent; Stage 2 
from 26 to 42 per cent, and Stage 3 from eight to 30 per cent. Improvement 
is to be expected from more efficient external irradiation from a large source 
of radium at a greater distance. The four-gramme bomb is to be increased 
to eight grammes. The presence of streptococci in the growth is a serious 
handicap to treatment and an efficient method of treating such infections 
would cut down the small primary mortality and prevent delay in treat- 
ment. Earlier treatment would improve the results. Too many cases in 
Stage 4 present themselves for treatment for the first time. 


SURGICAL TREATMENT OF CARCINOMA OF THE CERVIX. 

From 1907 to 1927, Bonney performed Wertheim’s operation 339 times, 
and it is on this series that his statistics are based. The series shows an 
operative mortality of 15.3 per cent, with a relative five-year cure rate of 
38.9 per cent or, deducting deaths from other diseases and cases lost sight 
of, 41.3 per cent. Malignant glands were present in 42 per cent. The 
presence of malignant infiltration of the lymphatic glands doubles the opera- 
tive mortality and halves the chances of cure. Reckoning his operability 
rate at 63 per cent, the absolute cure rate was 24.5 per cent or, with de- 
ductions, 25.4 per cent. Ten-year figures are given for 227 cases, and it 
is shown that ro per cent of recurrences occur between the fifth and tenth 
years. Strictly accurate figures can be given for all cases seen privately; 
in a total of 133 such cases, the operability rate was 82 per cent, the 
operative mortality 9.1 per cent. The relative cure rate, without deductions, 
was 41.2 per cent and the absolute cure rate 33.8 per cent. Malignant 
glands were present in 40 per cent. The operative death rate for the last 
128 cases is nine per cent. Bonney does not expect much improvement in 
the results of the operation unless the surgeon sees the cases earlier. He 
does not think this is likely. He points out that, in addition to the cases 
saved by operation, a certain number of the inoperable cases may be saved 
by radiation. 


COMPARATIVE PHYSIOLOGY OF THE MENSTRUAL CYCLE. 

This paper consists of a review and a criticism of recent research and 
recent theories on the causation of oestrus and its significance in lower 
animals compared with menstruation in primates. 


The Canadian Medical Association Journal. 


Vol. xxvii, No. 4, October, 1932. 
*Further studies on the anterior pituitary-like hormone with special 
reference to irregular uterine bleeding. A. D. Campbell. 
*Rupture of the uterus. S. Kobrinsky. 
Vol. xxvii, No. 5, November, 1932. 
*The treatment of displacements of the uterus. H. W. Johnson. 
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FURTHER STUDIES ON THE ANTERIOR PITUITARY-LIKE HORMONE WITH 

SPECIAL REFERENCE TO IRREGULAR UTERINE BLEEDING. 

The previously reported results of this treatment were so promising that 
a series of 84 cases has been continuously and completely studied. A care- 
ful history was taken and a thorough examination was made in each case. 
X-ray examination of the sella turcica did not show bony changes in 60 
per cent of the cases. The blood-pressure was determined and Wasserman’s 
test and an analysis of the urine were carried out in all cases. The basal 
metabolic rate was within normal limits in all cases. Cases with injury, 
inflammation or new growth were excluded; if one of these conditions was 
present, a careful note was made, and when samples of endometrium were 
taken they were obtained as near the same phase of the menstrual cycle as 
possible. The dosage was adjusted so that the patient received at least 40 
day rat-units per injection, which given daily for seven days, then every 
second day until the patient had passed through two menstrual cycles. Tables 
are given to indicate types and dosage. In metropathia haemorrhagica 
there was not any effect for eight to 10 days, when there was an exacer- 
bation before a subsidence. When pain supervened it was taken to signify 
a recovery of uterine muscular tone with shedding of the hyperplastic 
endometrium. There was an aggravation of bleeding, either menorrhagia or 
metrorrhagia, if inflammatory disease was present. In patients with con- 
tinued uterine bleeding dating from puberty, the gross response was good, 
a normal rhythm usually being established; but spells of amenorrhoea of 
two or three months frequently supervened. Many of these cases had pre- 
viously been treated with radium and X-rays. In post-partum metrostaxis 
and post-abortum menorrhagia the results were very good. A freedom from 
the vasomotor disturbances of the menopausal syndrome seems to result 
from the injections. In cases of mastalgia, or so-called chronic mastitis, 
particularly those associated with abnormal menstrual cycles, the pain was 
relieved and the small pea-like nodules in the breast disappeared. Pro- 
longed administration had no effect on the normal or post-partum breast. 
A form of urticaria with subnormal ovarian function was relieved. Benefit 
was not observed in vomiting of pregnancy. Dysmenorrhoea and _ inter- 


menstrual pain were intensified. Benefit did not result in cases of primary 
amenorrhoea. 


RUPTURE OF THE UTERUS. 

Except for acute yellow atrophy of the liver, rupture of the uterus is the 
most disastrous complication in obstetrics. The mortality given by various 
writers is from 30 to 90 per cent. The frequency at the Rotunda Hospital 
is one in 1,688 live births; in Paris one in 3,403; at the Algerian Hospital 
one in 3,500; at the New York Lying-in Hospital one in 810; in Canada one 
‘n 8,700. 

The causes, in their order of frequency, are tonic contraction of the 
uterus, the rupture of a scar of a previous Caesarean section, the use of 
pituitary extract, the improper application of the obstetric forceps, pre- 
vious operations on the cervix, internal version, Crede’s manipulation, 
neglected shoulder presentation, hydrocephalus, accouchement forcé. 

It is very difficult to make the diagnosis during pregnancy; rupture of 
the uterus may be suspected if, after an injury or sharp exertion late in 
pregnancy, there is sudden severe pain followed by shock and the 
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symptoms of haemorrhage. During labour, the commonest time of occur- 
rence, the patient complains of sudden pain, the uterine contractions cease 
and the symptoms of shock and haemorrhage appear. In cases of intra- 
uterine manipulation manual exploration of the uterus will often reveal an 
unsuspected tear. 

The predominance of opinion is in favour of treating uterine rupture by 
laparotomy in preference to conservative measures. Only one author is 
in favour of plugging and douching. Figures are given, the results being 
nearly two to one in favour of radical exploration. If the tear is short 
and longitudinal, it should be sutured; if oblique, transverse or large, sub- 
total hysterectomy should be performed. 

The author describes a case which he treated by subtotal hysterectomy. 
The foetus was dead at the time of the operation, but the mother made 
an excellent recovery. 


THE TREATMENT OF DISPLACEMENTS OF THE UTERUS. 

Displacements are common in women who have borne children, and are 
frequent causes of pelvic pain, backache, headache, fatigue and dis- 
turbances of menstruation and micturition. The old methods of treatment 
with rings and pessaries are unsatisfactory, and may even lead to further 
trouble. In congenital retroversion it is important to exclude other causes 
of pelvic pain, such as arthritis of the spine or of the sacro-iliac joints, and 
pelvic inflammation. Ventral suspension of the uterus is rarely necessary 
in cases of congenital retroversion. 

The acquired type usually follows miscarriage and abortion. Retroversion 
of this type can be prevented in many cases by lifting the uterus forward 
and keeping it so placed for three months with a pessary. Fibroids, ovarian 
cysts and inflammation may also be causes and require operative treatment. 
The author prefers a modified Gilliam’s operation to ventral fixation. At the 
same time the pelvic floor should be restored. Many cases of prolapse may 
be prevented by avoiding too rapid delivery with the forceps and pituitrin. 
Exercises, pessaries and operation can be used for treating prolapse. In 
operation the most important steps are the restoration of the relaxed vaginal 
walls and perinaeum. Inter-position operations are useful in selected cases. 
Vaginal hysterectomy with suture of the broad ligaments and Le Fort’s 
operation give good results. If the vaginal operation does not correct a 
retroversion of the uterus, ventral suspension should also be done. 

J. Lyle Cameron. 


The Medical Journal of Australia. 


October Ist, 1932. 
Carcinoma of the sigmoid colon and endometrioma in the pelvic pouch and 
vaginal fornix. I. B. Jose and B. S. Hansow. 
October 15th, 1932. 
Maternal mortality and morbidity. Leading article. 
October 29th, 1932. 
*Achlorhydric anaemia as a cause of pruritus vulvae of so-called neurotic 
origin. B. H. Swift. 
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ACHLORHYDRIC ANAEMIA AS A CAUSE OF PRURITUS VULVAE OF SO-CALLED 
NEUROTIC ORIGIN. 


The author claims that achlorhydric anaemia is a cause of pruritus 
vulvae. He reports two cases in which a low haemoglobin index and 
achlorhydria existed. In both cases the symptoms of pruritus dated from a 


pregnancy. Treatment with iron or liver and hydrochloric acid was followed 
by relief of the symptom. 


D. H. MacLeod. 


University College Hospital. 
“Report on radiotherapy, for 1931. 


REPORT ON RADIOTHERAPY FOR 1931. 

This is a comprehensive report on radium treatment and X-ray therapy 
as used in all departments of the hospital. Twenty-one cases of carcinoma 
of the cervix were treated for the first time by two applications of radium 
to the uterus and vagina, the vaginal dose is approximately double the 
uterine dose. Vaginal applicators of the Stockholm type are used, and care 
is taken to choose suitably sized boxes for individual cases. The average 
vaginal application is equivalent to a dose of 2,oo0 milligramme-hours and 
the average uterine application, to a dose of 1,000 milligramme-hours; the 
screenage is equivalent to three millimetres of lead, and the vaginal appli- 
cators are covered with rubber; the uterine applicators have no secondary 
screen. The four-field method of X-ray irradiation has lately been adopted, 
and is used as a routine some time after the applications of radium. The 
results of this particular method of treatment are not yet available in 
sufficient numbers and for a sufficiently long period of time to be of much 
value. 

Carcinoma of the body of the uterus is treated by irradiation only in 
a very few cases. The production of an artificial menopause is carried 
out by the intra-uterine application of radium in nearly every case; the 
X-rays are rarely used for this purpose. 

This report is very ably compiled and is full of interesting details of 
the various methods of treatment. 


John Beattie. 


Surgery, Gynecology and Obstetrics. 


Vol. lv, No. 5, November, 1932. 

*Physiological responses of ectopic ovarian and endometrial tissue. E. 
Allen and F. O. Priest. 

*The study of the effects of Roentgen rays on the oestrous cycle and the 
ovaries of the white rat. D. G. Drips and F. A. Ford. 

*Unruptured interstitial pregnancy. A. Mathieu and W. W. Wilson. 

*Ovarian pregnany. L. E. Likes. 

*The life history of a lithopoedion. F. Emmert. 


331 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


*The surgical correction of uterine displacements; 100 consecutive cases 

operated upon by the modified Gilliam’s method. A. Wollner. 
Vol. lv, No. 6, December, 1932. 

*The surgical menopause after hysterectomy with and without ovarian con- 
servation. J. V. Sessums and D. P. Murphy. 

*Vaginal versus rectal examination in relation to obstetrical morbidity 
following the mercurochrome technique; an analysis of 3,884 cases at the 
Methodist Episcopal Hospital in Brooklyn, New York. H. W. Mayes. 

*Mortality factors in gynaecology; a statistical study of the deaths from 
1902 to 1932 at the Free Hospital for Women. M. K. Bartlett and 
F. A. Simmons. 

Vol. lvi, No. 1, January, 1933. 

*Observations on the mechanism and signs of separation of the placenta. 
L. Drosin. 

*Two rapid tests for pregnancy. J. E. Markee. 

*A type of pelvis intimately associated with ocipito-posterior position. 
H. Thoms. 

*Roentgen measurements in pregnancy: a few practical methods and. a 

simplified procedure used by the author. G. E. Moore. 


PHYSIOLOGICAL RESPONSES OF ECTOPIC OVARIAN AND ENDOMETRIAL TISSUE. 

The authors used rabbits as the experimental animals, removing portions 
of ovarian endometrial tissue by laparotomy and transplanting them 
directly into the anterior chamber of the eye, through an incision at the 
limbus. Sixty-eight animals were used. A test was made of the recovery 
of normally impregnated ova from the uterus with attempted implantation 
into the abdominal cavity. Evidence of this was not found at a subsequent 
operation or autopsy, but the authors think they may be able to produce 
abdominal pregnancy by a modification of technique. Active ovarian tissue 
was then transplanted to the anterior chamber of the eye. Ovulation was 
not noted in any of these eyes, observed from the third day to the seventh 
month after transplantation. 

The transplantation of normally fertilized ova to the anterior chamber 
of the eye, also proved unsuccessful. Ten of these rabbits were again 
placed with the buck and copulation observed between two weeks and four 
months, but evidence of ovulation was not noted in the eye. The same 
rabbits were, later, given urine from a pregnant woman; the abdominal 
ovary gave positive results in each case, but evidence of ovulation was not 
noted in the transplanted ovarian tissue. 

Observation on the effects of the hormones was then made. The re- 
maining Ovary was removed and the transplanted endometrium observed. 
In most cases it did not disappear; they were, therefore, forced to conclude 
that the ovarian transplants were active or that the congestion and 
blanching were under other control. Only two of these castrates showed 
any spontaneous activity in the ovarian transplant and these were again 
injected with pregnant urine. After 48 hours evidence of ovulation occurred, 
which proved that at least some of the ovarian transplants were capable of 
spontaneous activity. The test was again made with pregnant urine and 
hormonal concentrates; within 48 hours following the injection evidence of 
violent ovarian changes was seen, the transplants increasing five to 10 times 
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in size, and their margins becoming studded with large follicles. The ovary 
changed to a dark cherry red colour and minute haemorrhages could be seen. 
Attempts were made at the fertilization of ova which had been produced 
by artificial stimulation, but implantation did not occur in any case. The 
possibility of the use of ovarian transplants in the eye as a test for preg- 


nancy is being considered and the authors are now trying to simplify the 
technique. 


THE STUDY OF THE EFFECTS OF ROENTGEN Rays ON THE OESTROUS CYCLE 

AND THE OVARIES OF THE WHITE Rat. 

This study was undertaken to determine two problems concerning which 
there has been much variation of opinion. 

1. Whether very light exposures of Roentgen rays have any effect on the 
regularity of the oestrous cycle and any degenerative effects on the cells 
of the ovary. 

2. Whether the oestrous cycle can go on after all the so-called ovarian 
structures, such as functioning follicles and corpora lutea, have been 
destroyed. 

Experiments were made on white rats and it was found very difficult to 
secure uniform destruction of functioning ovarian structures with one 
exposure to Roentgen rays. This was due partly to individual variations 
in sensitivity of the follicles in different animals and partly to technical 
difficulties of securing uniform irradiation limited to the ovarian field. 

A certain proportion of small follicles and primary docytes is, apparently, 
uninjured by the most intensive irradiation used (just within lethal limits) 
and during the time of their development the cyclic activity of the uterus 
continued, although the animals were usually not fertile except for a brief 
period immediately after irradiation. 

The results of the experiments confirm the fact that with complete 
atrophy of all functioning structures no cyclic activity occurs. A peculiar 
hyperplastic structure was discovered in the ovaries of rats killed late after 


exposure to Roentgen rays and in these rats, apparently, a late return of 
the oestrous cycle occurs. 


UNRUPTURED INTERSTITIAL PREGNANCY. 

A case is reported of a patient, aged 38 years, who was admitted to 
hospital complaining of: 1. Vaginal bleeding. 2. Pain in the lower 
abdomen. 3. Enlargement of the abdomen. 4. Sudden loss of fluid from 
the vagina. 

Three months before, the menstrual period had been delayed a week; 
vaginal bleeding then started and continued for two months. It recom- 
menced after a fortnight and lasted 18 days. Five days later she again 
began to lose a considerable amount of clear, slightly blood-stained fluid, 
and after this she experienced a continuous dull pain in the left lower abdo- 
men and felt weak and dizzy. General examination was negative except 
for a positive gall bladder sign and tenderness on both sides of the lower 
abdomen. Pelvic examination showed old induration of Bartholin’s glands. 
There was a blood-stained cervical discharge and moderate relaxation of 
the outlet. The cervix was smooth and clean, the fundus was anterior, 
enlarged, and contained a tumour the size of a Japanese orange in the 
region of the left cornu. The blood and urine were normal. 

Operation was performed six days after the patient was admitted to 
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hospital. There were adhesions about the gall bladder, but gall-stones were 
not found. The caecum was large, dilated, thin-walled and blue, with 
adhesions extending over it and the ascending colon. The appendix was 
normal. There was a large ruptured cyst of the right ovary and marked 
varicosities in the pampiniform plexus on both sides. A small luteal cyst 
was present in the left ovary. The uterus was considerably enlarged, the 
entire left horn being occupied by a rounded mass six centimetres in diameter, 
which was soft but not fluctuant. At the very top was an area thinner 
than the rest of the wall, two centimetres in diameter, which had a purple 
tinge. The body of the uterus and the appendages were markedly distorted 
by the mass in the left horn, the left Fallopian tube being pushed behind 
the uterus and leaving the mass well to the rear. The round ligament 
appeared below its normal position. The three classical characteristics of 
interstitial pregnancy were noted in this case: 1. Asymmetry of the uterus. 
2. Asymmetry of the adnexa. 3. Displacement of the round ligament. 
Supravaginal hysterectomy was performed, both Fallopian tubes and 
the right ovary being removed in addition. Certain pathological findings in 
this case are worthy of note as they serve well to substantiate the diagnosis 
oi interstitial pregnancy. The finding of an essentially normal uterine 
cavity, lined with endometrium which showed no evidence of pregnancy 
should eliminate the possibility of intra-uterine participation in the gesta- 
tion. The finding of a normal Fallopian tube which opened into the 
haematoma within a few millimetres of its uterine insertion, removed all 
suspicion of an extra-uterine tubal pregnancy. And finally, the composition 
of the tumour and its interstitial site with respect to the Fallopian tube is 
substantial evidence in favour of the diagnosis of interstitial pregnancy. 


OVARIAN PREGNANCY. 

The author reports a case of ovarian pregnancy in a married woman of 
27 years of age. On May 6th, 1929, she menstruated for five days, the 
flow was normal. On June 30th she had a severe, sharp pain in the lower 
left side of the abdomen and a vaginal discharge of bright-red blood. The 
loss of blood continued and, after retiring, the patient was awakened with 
nausea, vomited undigested food, then fainted. The doctor who was called 
advised an enema and hot packs to the abdomen. In the afternoon of 
July ist the patient was admitted to hospital. A diagnosis of ruptured 
tubal pregnancy was made. On admission the patient was extremely pale 
and looked very ill. The abdomen was rigid. The previous diagnosis was 
confirmed and immediate operation advised. 

A mass was felt high on the left side of the pelvis. The uterus was 
enlarged to the size of a six weeks’ pregnancy, the left ovary was the size 
of a large English walnut, and it gave the impression that it had ruptured. 
It was bleeding freely from the raw surface. The Fallopian tube and ovary 
were removed and the raw surface covered with peritoneum. 

This case fulfilled all the criteria of an ovarian pregnancy, in that the 
Fallopian tube on the affected side was smooth, open at its fimbriated end 
and did not show signs of rupture or inflammation. In serial section the 
Fallopian tube appeared normal. The foetal sac occupied the position of 
the ovary, and chorionic villi were found penetrating the wall in several 
places. The ovarian mass was connected with the uterus by the ligament 
of the ovary, 
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THE History oF A LITHOPOEDION. 

A unique observation was made in this case of the life history of a 
lithopoedion, over a period of eight and a half years; a complete series of 
X-ray photographs was taken during this time. In the case reported, an 
abdominal pregnancy with a living child was carried to term without dis- 
comfort. Disturbance did not follow the death of the child, at no time 
did the mother become conscious of the presence of a foreign body. Very 
gradually the soft parts of the foetus were absorbed and the skeleton of the 
child very slowly moved from its original position at the costal angle towards 
the symphysis. It is positively known that the integrity of the foetal body 
was preserved for at least three years. Sometime after this the foetal mem- 
branes became impregnated with calcium salts and eight and a half years 
after the effort of false labour, the formation of a lithopoedian was com- 
plete. The gradual change from the size of a full-grown child to that of a 
man’s fist is shown in the X-ray pictures. This case proves that even a 
full-time child can turn into a lithopoedian. od 


THE SURGICAL CORRECTION OF UTERINE DISPLACEMENTS; 100 CONSECUTIVE 

CasES OPERATED UPON BY THE MODIFIED GILLIAM’s METHOD. 

A report is made on 100 cases in which surgical correction was per- 
formed for uterine displacement in young women still in the reproductive 
age. The modified Gilliam’s method was used in each case, and the author 
considers this to be the simplest and quickest procedure. 

Out of 100 patients operated upon, 77 were followed up, 65 had 
excellent resuits and 12 a fair result, these latter being patients in whom 
the uterus was incompletely retroverted without having assumed the ex- 
treme degree of retroflexion. Neither mortality nor recurrence occurred. 
Thirteen patients subsequently became pregnant, four aborted during the 
second or third month. In two of these cases abortion was artificially 
induced. The pregnancy in each case was uneventful except for moderate 
discomfort in the lower abdomen during the first four months. 

Additional procedures were found necessary in some cases. In 36 cases 
pelvic adhesions were separated, in 59 cases vaginal repair was performed, 
in 50 curettage, in three amputation of cervix, in 13 salpingectomy, and in 
three, myomectomy. The author, therefore, thinks it inadvisable to utilize 
an extraperitoneal operation for the correction of a retroversion and, at the 
time of the operation, it is essential that the abdomen be carefully ex- 
plored. ‘ 

In 60 per cent of the cases the operation failed to bring about subsidence 
of the symptoms of backache and abdominal pain, even though every effort 
had been made prior to operation to eliminate any possible extragenital 
origin of the symptoms. Those patients suffering from menstrual disorder, 
in most cases, were completely alleviated. Bearing down sensation and 
urinary symptoms both improved markedly, except when abnormal con- 
ditions, such as neurosis, chronic anaemia, and general debility, were present. 
There were 12 cases of sterility; seven were cured and five remained sterile. 
The author concludes that the modified Gilliam’s operation is highly satis- 
factory since it gives good permanent results. But, he states that it should 
not be performed as a routine measure; it should be modified according 
to the indications in each individual case. He recommends the use of 
silkworm gut ligatures to obtain permanent fixation. The relation of sterility 
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and habitual abortion to retrodisplacement of the uterus is problematical. 
The existence of either of these conditions should not be considered 
indications for ventral suspension. 


THE SURGICAL MENOPAUSE AFTER HYSTERECTOMY WITH AND WITHOUT OVARIAN 

CONSERVATION. 

A study has been made of the surgical menopause occurring after hyster- 
ectomy with the retention of one or of both ovaries. Ninety-one women 
subjected to hysterectomy with retention of one or both ovaries and 52 
women subjected to hysterectomy and bilateral ojphorectomy, both groups 
before the age of 36 years, were questioned with reference to the incidence, 
onset, duration and severity of the surgical menopause, as indicated by its 
most important symptom, the hot flush. It was found that the surgical 
menopause occurred in more patients, took place sooner, and was more 
severe after hysterectomy and bilateral ojphorectomy than when one or 
both ovaries were conserved. 

At the time of the last observation it was found that three-quarters of 
the patients still experienced menopausal symptoms after hysterectomy. In 
the remaining quarter, menopausal symptoms had ceased. The duration 
of these symptoms was shorter after associated bilateral odphorectomy than 
after hysterectomy with ovarian conservation. The authors conclude that 
when hysterectomy has to be performed during the child-bearing period, the 


best interest of the patient is served by conservative treatment of ovarian 
tissue. 


VAGINAL VERSUS RECTAL EXAMINATION IN RELATION TO OBSTETRICAL Mor- 
BIDITyY FOLLOWING THE MERCUROCHROME TECHNIQUE: AN ANALYSIS OF 
3,884 CASES AT THE METHODIst EpiscopaL HOSPITAL IN BROOKLYN, NEW 
York. 

The literature reviewed by the authors emphasizes the inaccuracy of 
rectal examinations. An error of 10 per cent is admitted by those of 
experience; therefore, many mistakes are undoubtedly made by those who 
are learning the art of rectal examination. Vaginal examinations are much 
more satisfactory both to the patient and the physician and the satisfaction 
of knowing, and not guessing, the condition of the cervix, is of great value. 
Rectal examination may injure the recto-vaginal septum and aggravate 
pathological conditions, such as haemorrhoids and fissures. The following 
are the results of a study carried on by the authors during two years. 

Following viable vaginal deliveries, 3,884 cases had an uncorrected mor- 
bidity of 5.7 per cent. The difference between the operative and the spon- 
taneous morbidity was one per cent. A comparative study of the hospital 
and private patients showed that the morbidity was one per cent among 
the private patients; the morbidity after rectal examination was less than 
after vaginal examination among the hospital patients. In 1,947 cases, in 
which only rectal examinations were made, there was a morbidity of 5.08 
per cent and in 3,180 cases, in which at least one rectal examination was 
made, the morbidity was 5.4 per cent. Ten thousand eight hundred and 
thirty-two rectal examinations were made on 3,180 patients, or an average 
of 3.4 per patient. In 595 cases in which only vaginal examinations were 
made, the morbidity was 6.8 per cent, while in 958 cases, 380 of which had 
a single rectal examination before being prepared for delivery, the morbidity 
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was 6.5 per cent. One thousand eight hundred and twenty-eight cases had 
4,811 vaginal examinations, or an average of 2.6 to each patient, with a 
morbidity of 6.3 per cent. 

In 109 cases in which examinations were not made during labour, the 
morbidity was 8.2 per cent. In the Caesarean group the morbidity following 
vaginal examination was less than that following rectal examination. In 
238 private cases in which at least one vaginal examination was made the 
morbidity was 4.9 per cent and in 36 patients with only rectal examinations 
the morbidity was 4.7 per cent. The slight increase (about one per cent) 
in the morbidity in all vaginal groups can be accounted for by the fact that 
vaginal examinations were done in all the more difficult cases and in those 
in which the labour was prolonged. 

The conclusions reached are that the use of mercurochrome as a vaginal 
antiseptic during labour and at the time of delivery makes vaginal examina- 
tion a safe procedure; that the prevailing high stillbirth rate may be due, 
in part, to the fact that abnormal conditions are not recognized in time by 
rectal examination; and that every patient should have at least one vaginal 


examination early in labour, and if labour is abnormal, repeated vaginal 
examinations. 


MorTALITY FACTORS IN GYNAECOLOGY: A STATISTICAL STUDY OF THE DEATHS 

FROM 1902 TO 1932 AT THE FREE HospITaL FoR WOMEN. 

A study has been made of the deaths occurring during the past years 
in the Free Hospital for Women, Brookline. They have been divided into 
95 cases of terminal malignancy, 148 post-operative deaths and 19 cases not 
operated upon, making a total of 262 deaths. Autopsy was performed upon 
6.5 per cent of the cases. 

In the 95 cases of terminal malignancy, 19 had never been treated 
surgically, 63 had had surgical treatment, but the interval between opera- 
tion and death was of sufficient length to justify the elimination of surgical 
intervention as a contributory factor. In the remaining 13 cases, death 
occurred within one month of operation. Nine of these were cases of 
laparotomy for inoperable malignant disease, the four other cases had had 
palliative curettage and cauterization for extensive carcinoma of the cervix. 
Therefore, death may have been hastened by operative measures. 

Of the 19 patients not operated upon, nine deaths were caused by 
influenza, four by pelvic cellulitis, two by pyelonephritis and four by 
miscellaneous causes. The gross operative mortality for all operations was 
0.96 per cent. The authors have quoted comparative statistics. 

Out of the 148 post-operative deaths, 0.22 per cent followed plastic 
operations, 1.2 per cent followed laparotomy and 0.93 per cent followed 
double operations. 

A table is given showing the causes of death following various operations 
for specific pathological conditions and the outstanding causes are discussed. 
The greatest single cause of death was found to be peritonitis, 34 out of 
the 148 deaths being due to this. The second in the list is operative shock 
which accounted for 22 deaths, and the third pulmonary embolus which 
caused 21 deaths. The rest of the table is made up of 18 patients who 
died after ether anaesthesia, 16 from pneumonia, 11 from myocardial 
failure, eight from renal complications, eight from miscellaneous causes, four 
from acute myocarditis and coronary embolus, three from intestinal obstruc- 
tion and three from cerebral lesions. 
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OBSERVATIONS ON THE MECHANISM AND SIGNS OF SEPARATION OF THE PLACENTA. 

Since 1914 the author has been practising, as a matter of routine, a 
method of facilitating the separation and delivery of the placenta, which 
has met all indications, although, since it involves considerable inconvenience 
in maintaining asepsis, it is now employed only in cases of uterine atony, 
bleeding, adherent placenta and retained placenta. His method is an 
evolution of the exaggerated lithotomy position, which he calls the dorso- 
squatting position. In this position he states that all the pelvic diameters 
are increased, the rectus muscles contract and harden, the intra-abdominal 
space is diminished and the intra-abdominal pressure increased. Continuous 
pressure on the uterus causes regular contraction and retraction. The sinuses 
empty, the blood-vessels regain tonicity to some extent and the uterus 
contracts, retracts and remains firm. This is accomplished in six or seven 
minutes, but the posture is maintained a few minutes longer at which time 
the placenta is easily expelled intact and with comparatively little loss of 
blood. The posture is then continued for another short period to insure 
contraction and involution of the uterus. 

‘The only reliable sign to indicate separation of the placenta is a firmly 
contracting uterus. The author considers the placenta separated only when 
it is lying freely in the vagina. Recent observations show that in normal 
cases the placenta presents itself at the level below the dilated external os 
usually after the third, fourth or fifth regular contraction, exclusive of the 
initial contraction, following delivery. In 1920 the author, while waiting 
for the signs of separation of the placenta, noticed an irregular area on the 
uterine wall, located sometimes on the fundus, sometimes on the anterior, or 
posterior wall, having the appearance of multiple shallow subserous fibroids. 
Further observations showed that this sign appeared 10 to 15 minutes after 
the birth of the foetus, which is a little lelss than the average time taken 
for placental separation. This sign may not always be evidence of com- 
plete separation of the placenta, but it does imply a maximal amount of 
detachment and a higher degree of contraction and retraction. Difficulties 
were never encountered when attempts at expression were made after the 
appearance of this sign. 


Two Rapip TESTS FOR PREGNANCY. 

The modification of the rhythmic vascular changes in endometrial trans- 
plants into the iris, which is induced by the injection of follicullar hormone, 
extracted from the urine of pregnant women, can be used as a test for 
pregnancy. The tests can be made in two ways: directly, by the injection 
of follicular hormone which has been extracted from the urine and indirectly, 
by the intravenous injection of untreated urine from pregnant women. By 
the first method a diagnosis of pregnancy can be made two hours after the 
specimen of urine has been obtained, and by the second method eight and a 
half hours after the urine has been injected. The intravenous injection 
of urine causes an increased productoin of follicular hormone and indirectly 
produces a modification of the uterine vascular rhythm in the endometrial 
transplants. 


A Type oF PeEtvis INTIMATELY ASSOCIATED WITH OCCIPITO-POSTERIOR 
PosITION. 


The author has made a radiological study of pelves over a period of 12 
years, and has reached the conclusion that the usual methods of external 
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pelvimetry do not offer an accurate picture of the superior strait. It is 
not, therefore, surprising that moderate or even pronounced shortening of 
the transverse diameter of the superior strait escapes recognition. In his 
study of Roentgen pelvimetry the author has found that the chief deviation 
from normal is a relative or real decrease in the transverse diameter of the 
superior strait. Twenty such pelves have been studied, particularly with 
reference to the course of labour. These are all consecutive cases and every 
one was associated with primary or persistent occipito-posterior position. 
A table is given showing a summary of the figures obtained from the study. 
in only two instances did the transverse diameter of the superior strait 
exceed the antero-posterior diameter by as much as one centimetre (the 
normal being 2.5) while in one instance, in a patient with justomajor 
external measurements, the transverse diameter was actually less by 2.5 
centimetres than the antero-posterior diameter. 

The author concludes that this type of pelvis is far more common than 
is generally appreciated, and that the extraordinary incidence of primary 
and secondary occipito-posterior positions noted, indicate that it is a most 
potent factor in the production of this position. 

He states that unless an accurate survey of the pelvis of every primi- 
gravida is made, the doctor is not doing his whole duty to the patient nor 
is he practising modern scientific obstetrics. At the present time an accurate 
survey of the superior strait can be made only by Roentgen pelvimetry. 


ROENTGEN MEASUREMENTS IN PREGNANCY; A FEW PRACTICAL METHODS AND 

A SIMPLIFIED PROCEDURE USED BY THE AUTHOR. 

Roentgen pelvimetry is gradually superseding manual and instrumental 
pelvimetry, chiefly owing to the fact that it is a much more accurate pro- 
cedure. The author describes different methods of Roentgen pelvimetry 
in use at the present time, some of which are simple and practical enough 
for the use of any obstetrician; he then outlines his own method. 

He considers cephalometry a valuable adjunct to pelvimetry in the 
study of disproportion in certain cases. 

As a routine, he recommends Roentgen pelvimetry on all primigravidae 
as soon as pregnancy is diagnosed, and on all multiparae with histories of 
difficult labours. He recommends routine care and diet by obstetricians 
in all cases in which the pelvic inlet is small or the pelvis distorted, and a 
radiogram of all obstetric cases just prior to term; if this shows evidence of 
disproportion, cephalometry should be resorted to. The author maintains 


that if this routine was adhered to there would be a marked reduction in 
obstetric mortality. 


C. D. Read. 


Gynécologie et Obstétrique. 


Vol. xxvi, No. 5, November, 1932. 
“The diagnosis of early tubal abortion when the condition progresses 
slowly. Reeb. 
Congenital diaphragmatic herniae. Merger and Leuret. 
“Cysts of the labia minora; a case of such a cyst lined by ciliated epithelium. 
Martin and Michon. 
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The use of zinc chloride in puerperal and wound infections. Théodorides. 
Prolapse of the Fallopian tube into the vagina after vaginal hysterectomy. 
Caraven. 


THe DiaGNosis or EaRty TuBAL ABORTION WHEN THE CONDITION PRo- 

GRESSES SLOWLY. 

Just as the diagnosis of extra-uterine gestation is impossible in the first 
five or six weeks if no disturbance of the embryo has occurred, so, when 
« tubal abortion occurs early, the amount of bleeding may be so slight and 
the formation of an adnexal swelling so slow, that the diagnosis is still 
very difficult. Reeb describes four cases in which the final diagnosis of 
tubal abortion could only be fully established 45, 22, 14 and 10 days 
respectively after diagnostic curettage. 

The only characteristic feature of all four cases was the persistence of 
slight irregular bleeding after diagnostic curettage had shown the uterus to 
be empty. In none of the cases did the curettage appear to have any 
prejudicial effect on the progress of the patient. While the presence of a 
tubal mole was suspected, interference was not considered justifiable until 
an adnexal swelling could be felt. 

In two of the cases decidual casts of the uterus were passed spon- 
taneously and chorionic villi could not be demonstrated in them. While 
the formation of such a cast is strong presumptive evidence of an extra- 
uterine gestation, Reeb considers difficulty may still arise for two reasons. 
In some cases of pseudo-pregnancy, due to persistence of the corpus luteum 
of menstruation, a cast with exactly similar macroscopic and microscopic 
appearances may be formed. In the second place, microscopic examination 
may occasionally fail to reveal the villi in the cast passed in an early 
intra-uterine abortion. The only uterine cast, in fact, which possesses 
characteristics which can definitely exclude pregnancy, whether intra-uterine 
or extra-uterine, is that of a cast in membranous dysmenorthoea. 

In the other two cases the uterus was emptied by the curette, and in 
both the endometrium presented the appearances of the intermenstrual 
phase without any decidual cells. These findings are in accordance with 
those of Borner, who, in 30 cases of tubal gestation, found a decidual cast 
in only 14, the endometnum of the remaining 16 patients being in the 
post-menstrual phase in two cases, the inter-menstrual in 11, and the pre- 
menstrual in three. It would appear that, once the villi of the tubal 
embryo are dead or dying, the endometrium recommences its usual cycle. 

Biological tests have a definite place in the diagnosis of early ectopic 
gestation, but a negative result may be fallacious, just as the endometrium 
itself may fail to show any decidual reaction. A positive Zondek-Aschheim 
test may also be misleading if done within 10 days of curettage. Reeb 
obtained a negative result in the one case in which he employed the test, 
which was done eight days after the first haemorrhage and three days after 
curettage. He suggests the use, in a case of suspected pseudo-pregnancy, 
of the biological test for lutein hormone, i.e. the injection of the patient’s 
serum into castrated rats. 


Cysts oF THE LaBIA MINORA; A CASE OF SUCH A Cyst LINED By CILIATED 
EPpIrHELIUM. 
The cyst which the authors removed had been present for some years. 
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On section it proved to be lined by high columnar ciliated epithelium. 
Such cysts are much less common than the non-ciliated cysts of the labia 
minora, either inclusion or mucous. The authors consider the cyst they 
describe most probably to have arisen from persistent epithelium of 
Gartner’s duct. In many respects the cyst was very similar to an endo- 
metriomatous cyst, 


P. Malpas. 
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The work of the heart during pregnancy. C. Schroeder. 

The origin of pregnancy tachycardia an‘ of the bradycardia of the puer- 
perium. K. J. Anselmino and F. Hoffmann. 

The acidity of the vaginal secretion: its variations with the cyclus, the 
age and specific and unspecific infection, pregnancy, and carcinoma. 
H. Guthmann and M. Koch. 

The influence on metabolism of the oral administration of grape sugar 
in non-pregnant, pregnant and carcinomatous women. Guthmann, 
Gentzsch, Goebel and Griitzmacher. 

The artificial induction of the sexual cycle in female baboons. I. Oéestral 
developments in castrated female baboons after the subcutaneous and 
oral administration of progynon. W. Schoeller, M. Dohrn and W. 
Hohlweg. 

*The coincidence of carcinoma of the portio and prolapse. H. Hdégler. 

*The urinary bladder and irradiation of carcinoma of the uterus. C. 
Schroeder. 

Post-climacteric bleeding aud ‘‘Brenner’s ovarian tumour.’’ J. Schiffmann. 

Does the specific hormone of the corpus luteum affect the cholesterin 
content of the blood? M. Knell. 

The histopathology of the sexual organs in females dying from extra- 
genital tuberculosis. E. Petrowa. 

Weight and absorption of fluid during the first 10 days of extra-uterine 
life. F. Gymnich. 

Is determination of the ‘‘Plane of the Pelvic [nlet’’ useful in obstetric 
prognosis in contracted pelvis? C. Daser 

X-radiation of epiphyseal centres in the newborn and its utility in the 
estimation of age. K. Dierks. 

The ovary and hereditary multiple pregnancy. J. Wallert. 

Band 150, Heft 3. 

Enumeration of the maximum number of pains as the foundation of an 

obstetric prognosis. H. Hartmann. 


*An X-ray study of uterine contractions in labour: a contribution to the 
knowledge of the mechanism of birth. G. Danelius. 

*Spontaneous healing in early tubal gestation. J. Schiffmann. 

*Partial resection of the ovary: au experimental and histological research. 
P. Leltschuk. 

*Experimental studies concerning the influence of lipoid folliculin and 
pituitrin on the animal organism, with a note concerning the cause of 
eclampsia. W. K. Tschiikowsky. 
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“The anatomical and functional behaviour of the ovary after extirpation of 
the uterus: the significance of the uterus as a gland with internal 
secretion. E. W. Winter. 

Concerning adenofibroma ovarii partim cysticum (‘‘Fibroma ovarii adeno- 
cysticum”’ of O. Frankl). H. Dworzak. 

Concerning large cysts of the uterus: cyst gf the uterine wall with 
carcinoma. H. Dworzak. 

The clinical features and microscopic anatomy of granulosa-cell tumours of 
the ovary. E. Klaften. 

Erreur de sexe. K. Littauer. 

The significance of diastatic ferment in normal and pathological preg- 
nancy, labour and the puerperium: a note concerning the significance of 
the interdependence of the pancreas and eclampsia. W. Spitzer. 

*The physiology and pathology of the gall-bladder in pregnancy, labour 
and the puerperium, with special reference to calculus formation in 
these periods. W. Schaefer. 

Diffuse polypoid hypertrophy of the cervical mucous membrane and of 
the cervix in a nullipara. W. Oppenheimer. 


Band 151, Heft 1 and 2.. 

Necroses in the walls of ovarian cystomata. L. Niirnberger. 

Granulosa-cell tumours of the ovary. W. T. Plate. : 

“New formation of muscle-cells in the wall of the pregnant uterus. 
B. Fischer-Wasels. 

*Forceps delivery. E. Puppel. 

*The fate of a foreign body in the abdominal cavity. G. L. Dawydov. 

Is the period of conception of the female restricted to certain days, which 
can be foretold, of the menstrual cycle? G. Riebold. 

Anatomical and functional alterations of the rectum in carcinoma of the 
cervix. G. Halter. 

The trypanocidal function of the liver in carcinoma of the uterus and in 
pregnancy. H. Eufinger, M. Rothermundt and H. Wiesbader. 

The influence of pregnancy on the morphological structure of the = 
body in guinea-pigs. H. Eufinger and H. Uhing. 

Radiological symptomatology of osteomalacia, with a note: concerning 
vigental therapy. H. O. Kleine. 

The part played by thyroid function in the causation of post-castration 
obesity, with a note concerning experimental affection of the sexual 
cycle by thyroidectomy. O. Bokelmann and .W. Schcringer. 

Analyses of the hormone content of the urine and mammary secretion: 
notes concerning the biology and pathology of the breast during and in 
the absence of pregnancy. E. W. Winter. 

*Pathological alterations in the lumbo-sacral region and their. connexion 
with backache in the female. O. Bokelmann and L. Kreuz. 

The genesis and treatment of pregnancy toxicoses. O. L. E. de Raadt. 

Acetyl cholin in the human placenta. P. Hauptstein. 

Large-cell solid carcinoma of the female gonad (disgerminoma of R. Meyer) 
in non-hermaphroditic persons. H. Dworzak. 

Myoma uteri and the heart. J. J. Arkussky and E. RK. Nowotjelnowa. 

The physiology of spermatozoa. H. Knaus. 

Thrombopenia as a cause of haemorrhage in young persons and its treat- 
ment. H. Goecke. 
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The origin of vaginal defects (intersexuality and hypogenitalism).  L. 
Moszkowicz. 

*Post-operative recurrence of cancer of the cervix: the clinical features of 
the different forms. H. Kamniker. 

*Duplex carcinoma of the portio vaginalis uteri. W. Schiller. 


Band 151, Heft 3. 

*Spatial conceptions in obstetrics. H. Sellheim. 

*Pernicious anaemia of pregnancy. M. Bolaffio. 

*Reconstruction of radiograms: a medium of scientific knowledge and 
didactic progress. W. Liepmann. 

*The significance of X-ray examination of the sella turcica in estimating 
the alterations in sexual function in the female. I. Methods and 
statistics. O. Bokelmann. 

Alterations of the pancreas during pregnancy in man and animals. K. 
Rosenloecher. 

Cysts in the vaginal wall of three foettis aged from three to five months. 
R. Meyer. 

Mistakes in measurement. The actual error in measurement in estimating 
the true conjugate diameter by lateral radiography. F. A. Wahl. 

*New points of view concerning the mechanics of the sacro-iliac joint and 
their significance in operative widening of the pelvis. F. A. Wahl. 

Concerning the lymphocystofibroma uteri of Robert Meyer. H. Dworzak. 

*The action of radium on the vital organs (heart, lungs, liver), on the 
structure and function of the female genital organs and on the off- 
spring. J. Granzow. 

The influence of ultraviolet rays on cholesterin metabolism. Part 3. 


R. Hubert. 
*“Hormonal sterilization of the female’’ (researches concerning the action 
of prolan on the ovaries). A. Mandelstamm and W. K. Tschaikowsky. 
Is the property of destruction of exogenous creatine a specific property of 
the sexually immature organism? O. Miihlbock and C. Kaufmann. 


THE COINCIDENCE OF CARCINOMA OF THE PORTIO AND PROLAPSE. 

The opinion that chronic irritation plays an important part in the 
causation of carcinoma of the cervix has led to the advocacy of routine 
amputation of the portio, in cases of cervical erosion or laceration, by 
Graves, MacKilop, Pescarolo and Spirito. In the experience of workers at 
the Universitats-Frauenklinik at Vienna, as in that of Spirito, an instance 
of the development of carcinoma in the scar irom amputation of the portio 
has not been encountered. It is remarkable, however, that carcinoma 
rarely develops in the subjects of prolapse. Delvaux (Bruxelles Médical, 
1931) could not find such a case in the French or English literature, and 
only a dozen cases were reported to him from a questionnaire: two more 
cases have since been reported. At the Universitéits-Frauenklinik from 
1926 to 1931, five of 395 subjects with prolapse (among 11,045 patients) 
had cancer of the cervix, i.e. 1.2 per cent: the incidence of cervical cancer 
among 10,650 patients without prolapse was 7.2 per cent. The five cases 
are described in detail, with two others reported by Weibel from Prague. 
In one of Hoégler’s cases the carcinoma was recognized only by microscopical 
examination after removal: and in another the extensive spread of a 
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growth, clearly originating near the external os, in the corporeal endo- 
metrium and its insignificant development in the portio vaginalis appear to 
confirm the existence in the latter of factors unfavourable to the growth 
of cancer. 


THE URINARY BLADDER AND IRRADIATION OF CARCINOMA OF THE UTERUS. 


An account, with coloured illustrations of cystoscopic findings, is given 
Oi 13 cases of vesical injury detected by routine cystoscopy in 449 cases of 
radium or X-ray treatment of uterine carcinoma. The characters distinguish - 
ing such findings from those produced by advance of the growth towards 
the bladder are, chiefly, an absence of bullous oedema, a sharp differentia- 
tion from the adjacent mucosa, the typical situation in the fundus, the 
presence of raspberry-like excrescences, and the frequent restitution to 
normal. The best prophylaxis is found in regular cystoscopic control: 
the signs of vesical injury definitely contra-indicate further irradiation 
(especially by radium), which makes fistula formation inevitable. 


AN X-RAY STUDY OF UTERINE CONTRACTIONS IN LABOUR. 


In six patients radiograms were made, the patient lying on her back, 
before and after rupture of the membranes, and during as well as between 
the uterine contractions. The influence of the contractions on the foetal 
position was very much less than might be expected, and was completely 
absent before rupture of the membranes--a confirmation of the greater 
importance in birth-mechanics of hydrostatic than of foetal-axis pressure. 
After rupture of the membranes each contraction causes progress of the 


presenting part with less progress of that part of the foetus lying in the 
fundus, and does not alter the curvature of the foetal vertebral coiumn. 


SPONTANEOUS HEALING IN EARLY TUBAL GESTATION. 


Schiffmann publishes another case and cites two others in which the 
signs of a very early tubal gestation which was in the process of being 
absorbed in situ were discovered microscopically towards the isthmus. In 
many, but not in all, such cases a pregnancy in the other Fallopian tube 
has been present. Not all such cases give a history of irregular bleeding, so 
that some take a symptomless course and can be recognized medically only 
through chance circumstances. 


PARTIAL RESECTION OF THE OVARY: AN EXPERIMENTAL AND HISTOLOGICAL 
RESEARCH. 


From experiments on bitches Leltschuk concludes that the ovary 
possesses considerable powers of regeneration, in which both the surface 
epithelium and the stroma, especially that of the medulla, participate. 
Follicles do not regenerate. Healing takes place more quickly and more 
effectively if sutures have not been used; catgut stitches are absorbed with 
special slowness, but with less marked tissue reaction and, therefore, less 
destruction of follicles than is the case with silk sutures. Interrupted as 
compared with a continuous suture gives rise to quicker healing and less 
marked and less widespread degeneration. Reactive phenomena in the 
ovarian fragment play a considerable part in the genesis of post-operative 
ovarian cysts. 
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EXPERIMENTAL STUDIES CONCERNING THE LNFLUENCE OF LIvoID FOLLICULIN 
AND PITUITRIN ON THE ANIMAL ORGANISM, WITH A NOTE CONCERNING THE 
CAUSE OF ECLAMPSIA. 

Lipoid folliculin, derived from the urine of an eclamptic, produced 
degenerative alterations in the liver, kidneys, lungs and vascular endo- 
thelium when injected into mice. Injected with pituitary extract it induced 
convulsions which were usually lethal, with similar visceral changes and, in 
addition, haemorrhages. Eclampsia is regarded as a pluriglandular endo- 
crine disturbance in which an increase of folliculin plays the chief part 
and is consequent on hyposecretion of the corpus luteum. The injection of 
prolan with lipoid folliculin and pituitary extract into mice is followed by 
less severe convulsions and fewer deaths: similarly an emulsion of corpus 
luteum from a pregnant rabbit diminished the virulence of the folliculin- 
pituitary mixture. 


THE ANATOMICAL AND FUNCTIONAL BEHAVIOUR OF THE OVARY AFTER 
EXTIRPATION OF THE UTERUS: THE SIGNIFICANCE OF THE UTERUS AS A 
GLAND WITH INTERNAL SECRETION. 

Winter concludes that the uterus is not the independent site of production 
of hormonic substances. In mature white rats extirpation of the uterus 
(total or supravaginal, and whether one or both ovaries are left behind) is 
followed by some kind of irregularity in the vaginal cycle; and some pro- 
duction of ovarian hormone is present so late as 18 months afterwards. The 
uterus therefore appears to regulate the hormonic activity of the gonads. 
After hysterectomy in the mature woman morbid vasomotor phenomena 
are noted in a small percentage of cases: the ovaries continue to function, 
but may show anatomical modifications. 


THE PHYSIOLOGY AND PATHOLOGY OF THE GALL-BLADDER IN PREGNANCY, 
LABOUR AND THE PUERPERIUM, WITH SPECIAL REFERENCE TO CALCULUS 
FORMATION IN THESE PERIODS. 

From radiological work, described elsewhere, Schaefer concludes that 
during pregnancy there is biliary stasis, not due to mechanical pressure of 
the enlarged uterus but to altered vagus control. He now reports that 
hepatic bile often shows increased cholesterin content during pregnancy; 
that towards term the gall-bladder bile contains, as a rule, comparatively 
little cholesterin, and that it remains very low for a few days post-partum; 
and that the gall-bladder bile contains larger amounts of cholesterin in 
those who do not suckle their children. Gall stone formation is favoured 
during pregnancy by the biliary stasis, and by the fact that the bile often 
contains increased amounts of cholesterin with normal concentration of 
bile-salts. 


NEw FORMATION OF MUSCLE-CELLS IN THE WALL OF THE PREGNANT UTERUS. 
This is a controversial article, in which the writer replies to the 
criticisms of Stieve (Zentralblatt fiir Gynidkologie, 1932, 1442). Fischer- 
Wasels concludes that the question of an increase in the number of uterine 
muscle-cells during pregnancy is not yet settled: that such an increase, 1f 
it occurs, is slight and is the consequence of mitotic cell-division: and that 
Stieve’s finding of metaplastic development of smooth muscle-cells from 
fibrocytes, histiocytes or extravascular monocytes is not reliable. 
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Forceps DELIVERY. 

Two hundred and six cases of delivery by the forceps, in 5,345 births ot 
children at least 42 cm. in length (3.66 per cent), are analysed. The 
maternal mortality was nil, the foetal mortality 13.6 per cent, with only 
one case of tentorial tear. The high forceps operation, with the unengaged 
head above the pelvic brim, was not done: the head was in the brim, in 
the middle of the pelive cavity or at the outlet in 20, 69 and 117 cases 
respectively. A test of labour in contracted pelves is not recommended, 
but symphysiotomy gave good results in multiparae. Kielland’s forceps or 
that of the Vienna school is preferred to other instruments. 


THE FATE OF A FOREIGN Bopy IN THE ABDOMINAL Cavity. 

The story is told of a woman who passed by the rectum the remains of 
a swab, 64 x 43 cm., eight months after the enucleation of a large fibroid 
from the lower part of the posterior uterine wall: a plastic exudate in the 
pouch of Douglas had been diagnosed after operation and had prolonged 
the patient’s stay in hospital. The literature is reviewed and appears to 
include 315 cases up to 1917 (Albitzky) and 127 since then. Responsibility, 
it is concluded, is divided in these cases, but attaches chiefly to those who 
handle the instruments and material at operation. In experiments in dogs 
and rabbits a swab, 6 x 4 cm., or less, fixed to the large intestine, was 
found to become encapsuled and organized. 


PATHOLOGICAL ALTERATIONS IN THE LUMBO-SACRAL REGION AND THEIR 

CONNEXION WITH BACKACHE IN THE FEMALE. 

It behoves the gynaecologist to make himself conversant with gynaeco- 
logical orthopaedics to such an extent that the differential diagnosis of 
lumbar, sacral and sacro-iliac backache is clear to him. The transverse 
process of the fifth lumbar vertebra is frequently enlarged and united by 
bone with the sacrum: the difficulties of radiological examination of that 
vertebra have led to the erroneous report that this ‘‘sacralization’’ occurs in 
so many as two-thirds of cases and is of little clinical significance. Too 
much importance, on the other hand, may have been attached to spina 
Lifida occulta, which is present in 23 to 24 per cent of cases, as shown by 
radiology or dissection; it may, nevertheless, be a cause of prolapse. 
Calcification of the ilio-lumbar ligament is probably often a congenital 
abnormality, but is sometimes of importance as an acquired condition. 
Meyer-Burgdorff has pointed out the connexion between the early stages of 
spondylolisthesis and the beginning of backache in the female. The radio- 
logical criteria of spondylosis deformans are summarized and _ illustrated : 
but it must be remembered that, according to Liibke, dissection shows 
morbid conditions of the lumbo-sacral intervertebral joints in 35 per cent 
of women aged from 20 to 30 and 62 per cent of those aged from 30 to 40. 
There is definite connexion between backache and the bony outgrowths 
which accompany arthroses of the intervertebral joints: probably the back- 
ache is an early symptom and bony changes are late, signifying an attempt 
at repair. In a group of 21 women suffering from spondylosis, spondylar 
throsis, periosteal irritation of lumbar transverse processes, arthroses of the 
sacro-iliac joint, spondylolisthesis and/or unilateral or bilateral sacralization 
the clinical symptoms and signs, as distinguishe:l from the radiological 
findings, showed great similarity. In treatment graduated rest is of the 
utmost importance. 
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POST-OPERATIVE RECURRENCE OF CARCINOMA OF THE CERVIX: THE CLINICAL 

FEATURES OF THE DIFFERENT FORMS. 

In 66 pages Kamniker describes the clinical features and gives the 
diagnosis, prognosis and treatment of post-operative recurrences of ‘cancer 
of the cervix as seen in the very extensive material of the Universitiits- 
Frauenklinik at Vienna. Local recurrences are classified as (1) vaginal, (2) 
medial, (3) parametrial, (4) those of the utero-sacral ligament. (1) Vaginal 
recurrences in the scar at the upper end of the vagina usually occur within 
the first year, exceptionally up to 10 years later, and must be distinguished 
from benign granulations, which never occur more than two years after 
operation, and from radium ulcers, which do not exhibit surrounding 
infiltration. Treatment consists in superficial scraping and radiotherapy 
and is followed by 1o per cent of permanent cures: secondary recurrences 
are frequent and practically always incurable. In 57 per cent of cases death 
takes place within one year, usually from renal insufficiency. (2) Medial 
recurrences are found above a vaginal remnant which is intact, and are 
usually detected during routine examination, the patients not having any 
morbid symptoms: cystoscopic signs are conspicuous and early. Lasting 
cure is effected by radiotherapy in about 6.5 per cent of cases only. (3) 
Parametrial recurrence is less frequent after less extensive operations, done 
for the earlier growths, and is the most common form. Cystoscopic signs, 
especially near the ureteral opening, are found at an early stage. The 
diagnosis is dependent on clinical examination, rectal rather than vaginal: 
it must be remembered that certain parametrial abscesses occur in cancer- 
ous metastases. The prognosis in these relatively accessible recurrences is 
relatively good (20 per cent of cures in cases of well-timed and. sufficient 
radiotherapy). Operation is to be rejected. (4) Recurrence in the sacro- 
uterine ligament is usually early and characterized by rectal symptoms: 
the outlook is almost hopeless and Kamniker has noted only one successful 
treatment. 


Gland recurrences are classified as (1) recurrences at the pelvic wall, (2) 
second station recurrences, (3) recurrences in the inguinal glands. (1) 
Recurrences at the pelvic wall affect the glands at the junction of the 
parametrium and bony wall of the true pelvis, and constitute 18 per cent 
of all metastases: they may spread in a retrograde or cephalic direction. 
The symptoms are fairly characteristic: those of compression of the crural 
xerves and/or the ureters. Rectal is much more helpful. than vaginal 
examination in the diagnosis, but the most experienced surgeon is apt to 
miss the early stages of recurrence and to diagnose arthritis and sciatica, 
or thrombosis and phlebitis. Treatment is useless in 93 per cent of cases 
and death usually takes place within 12 months, commonly from a urinary 
cause. (2) Second station recurrences are those in the lymphatic glands 
wear the iliac vessels, and—as primary recurrences here—are rare. They 
were found only after extended hysterectomy and twice as frequently after 
abdominal as after the vaginal operation: over one-quarter were late 
metastases (five to 19 vears). The difficulties of early diagnosis are very 
great, and painstaking early examination of the renal and ureteral functions 
is invaluable. Radium treatment is feasible only with the bomb and 
X-radiation is ineffective, so that Kamniker suggests that operative removal 
of the glands deserves more frequent-trial. 3) Recurrence first, and some- 
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times apparently only, in the inguinal glands is not infrequent, and is 
carly: the prognosis is extremely bad. 

Implantation metastases are (1) those in a Schuchardt incision, (2) those 
in the abdominal wall. The former are susceptible of operative removal in 
the early stages, but a case of lasting cure was not noted. The latter are 
uncommon, they may appear very late (e.g. 20 years after operation), and 
are operable with a good prognosis. 

Metastatic recurrences (Kamniker’s fourth chief group) appear within 
three years and affect chiefly the vagina (i.e. apart from the scar), the 
bladder, the vulva, the bones, the liver, the lungs, the supraclavicular and 
infraclavicular glands and the brain. His final group of ‘‘mehrfache, 
ungleichzeitige’’ recurrences comprises 10 instances (set forth in detail) of a 
second recurrence occurring some years after the disappearance, after treat- 
ment, of a first. 


DUPLEX CARCINOMA OF THE PoRTIO VAGINALIS UTERI. 

A case is described in which biopsy of a piece of tissue, the size of a 
cherry-stone, showed adenocarcinoma, solid carcinoma and_ transitionai 
areas: also one in which the excised portio showed solid, plexiform carci- 
noma of the posterior and glandular carcinoma of the anterior lip. 
According to the writer’s, and to Robert Meyer’s, experience a causal con- 
nexion between inflammation, or erosion of the cervix, and carcinoma is 
very rarely demonstrated. 


SPATIAL CONCEPTIONS IN OBSTETRICS. 

In a picturesquely written paper Sellheim sets forth some means whereby 
the teaching of obstetrics may be made to lead, in a logical but not 
mechanical fashion, to the practice of efficient and unharmful interventions. 
He pleads in the first place for a nomenclature which shall classify the sub- 
groups of cephalic, podalic and shoulder presentations in a mode which is 
fully descriptive, not arbitrary; the description points the way to the 
treatment, when intervention is necessary. Secondly, he proposes a modified 
description of the pelvic planes and spaces, according to accessible bony 
points: any given presentation is described in lengthy terms which specify 
exactly the foeto-pelvic relations. Thirdly, he maintains that the student 
o1 practitioner should form an exact spatial conception of the foetus and ot 
the maternal spaces in which its parts lie; a scheme of the pelvic axes and 
rings may be visualized. Clear anatomical conceptions lead to natural 
: selection of the effective technique of version; and intra-uterine manipula- 
tions of the limbs are made according to the limitations of movement of the 
joints concerned. 


PENICcIOUS ANAEMIA OF PREGNANCY. 

Bolaffio describes fully 40 cases, of which 12 were lethal, of pernicious 
anaemia which he has studied in Italy. Clinically the chief symptoms 
were (1) altered colour of the skin (jaundice being noted thrice); (2) 
haemorrhage (petechiae, epistaxis and retinal haemorrhage) in 11 cases; 
oedema, as a rule; rarely albuminuria; urobilinuria, by no means invariably 
present; splenic enlargement in 14 cases, usually combined with swelling o! 
the liver; glossitis exceptionally; pyrexia rarely. Morbid neurological signs 
were not encountered. The blood showed an erythrocyte count of one or 
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two millions and an increased colour-index, which was not, however, an 
early sign, in 34 cases. The red-cell cytology resembled that of ordinary 
Addisonian anaemia, and normoblasts were found in all cases but one. 
Leucopenia was present in 18 cases. The marrow of the long bones was red 
and juicy in the eight cases which came to autopsy. Bolaffio concludes 
that many pregnant subjects exhibit oligocythaemia and oligochromaemia 
consequent on deficiency in the haematopoietic substance secreted by the 
gastric mucosa and on increasec. blood destruction due to placental meta- 
bolism: pernicious anaemia of pregnancy is the extreme state of these 
conditions, and is characterized by the appearance of immature erythrocytes 
in the circulation of both mother and foetus. Megaloblasts are, however, 
absent from the foetal blood in these cases and the red-cell count is normal 
or increased. Probably the causation of cryptogenetic pernicious, or 
Addisonian, anaemia and the pernicious anaemia of pregnancy is identical, 
save that in the latter the primary link in the chain of morbid processes is 
ir the placenta. In treatment liver extract is usually rapidly effective. 
Pernicious anaemia of pregnancy can be cured by termination of pregnancy; 
since this is followed by an initial aggravation of the symptoms, it must 
not be done, if it is done, too late, i.e. the red-cell count must be over one 
million. Blood transfusion often saves the lives of those who are 
desperately ill. Recurrence of anaemia in succeeding pregnancies is not 
uncommon, but sterilization is not justified. 


RECONSTRUCTION OF RADIOGRAMS: A MEDIUM OF SCIENTIFIC KNOWLEDGE 
AND Drtpactic PROGRESS. 


Jn confirmation of the work published in 1932 (in conjunction with 


Danelius)—‘‘Geburtshelfer und Réntgenbild,’’ Berlin, Urban and Schwarzen- 
berg—Liepmann gives illustrations showing close correspondence between 
(1) radiograms of a dead foetus enclosed in a metallic shell resembling in 
cutline the uterus, (2) photographs of the same, (3) plastic reconstructions. 


THE SIGNIFICANCE OF X-RAY EXAMINATION OF THE SELLA TURCICA IN 
ESTIMATION OF ALTERATIONS IN SEXUAL FUNCTION IN THE FEMALE. 
1. METHODS AND STATISTICS. 


After a discussion of the difficulties in technique and interpretation of 
radiological measurements of the sella turcica, Bokelmann compares the 
findings in a group of 50 normal patients and of 50 with signs of morbid 
sexual function, mostly cases of primary or secondary amenorrhoea. The 
latter group showed great variability in the form of the pituitary fossa and 
« comparatively smaller cavity. (Cases showing thyroid dysfunction were 
excluded.) It is conceded that there is not necessarily or actually a corres- 
pondence between the dimensions of the sella turcica and those of the 
hypophyseal parenchyma, but it appears certain that in the majority of 
cases a small fossa denotes a small pituitary gland. 


NEw Points OF VIEW CONCERNING THE MECHANICS OF THE SACRO-ILIAC 
JOINT AND THEIR SIGNIFICANCE IN OPERATIVE WIDENING OF THE PELVIS. 
Rotation in the sacro-iliac joint is accompanied physiologically by a 

flapping movement like that of a folding door. X-ray assessment of the 

angle of the latter movement is possible before section of the pelvic ring: 
it is also possible to foretell whether such a section will give the requisite 
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room for the passage of the foetus. A combination of pelvic section with 
the use of Walcher’s position is unfavourable, the dorsal position being 
preferable. After pelvic section the hips should be partly flexed as well as 
adducted. 


THE AcTION oF RADIUM ON THE VITAL ORGANS (HEART, LUNGS, LIVER) ON 

THE, STRUCTURE AND FUNCTION OF THE FEMALE GENITAL ORGANS AND ON 

THE OFFSPRING. 

‘Radium applications to the thorax in female guinea-pigs were followed 
by myocarditis and by hepatic and pulmonary degeneration, and the extent 
of these changes was little affected by the dose, the filtration or the 
existence of pregnancy; the same was true of the anatomically demonstrable 
ovarian changes which followed, viz., diminution in number and destruction 
of the follicles in two-thirds of the cases. The functional alterations of the 
ovary which ensued were sterility (in a degree proportional to the dose of 
radium) or premature termination of labour. Three generations of guinea- 
pigs which resulted from the union of radiated females with healthy non- 
radiated males were studied. The first generation, and to some extent the 
second, showed considerable increase of mortality-rate during youth. 
Females of the first generation mated with healthy non-radiated males 
usually became gravid, but aborted in about 50 per cent of the cases. In 
no case, in any generation, were physical abnormalities or maiformations 
apparent. 


“HORMONAL STERILIZATION OF THE FEMALE’’ (RESEARCHES CONCERNING THE 

ACTION OF PROLAN ON THE OVARIES. 

Mandelstamm and Tschaikowsky (Zentralblatt fiir Gyndkologie, 1931, 41) 
have reported favourable results of an endeavour to induce temporary 
sterility in animals by injection of prolan B, but note that in white mice 
after the injections had been stopped the litters contain fewer animals. 
They have now injected doses of 400 to 1,100 mouse units into women 
whose abdomens were opened a few days later for myoma, unilateral 
ovarian cyst or carcinoma of the uterus: the ovaries were microscoped in 
the operation-specimen, or in excised fragments. The injections were well 
borne. The ovaries showed severe degeneration in the follicular apparatus 
(injury to ova in ripe and ripening follicles, detachment and degeneration 
in the zona granulosa, cystic enlargement of the follicle, over-formation of 
corpora lutea). It is concluded that such doses of prolan might induce 
sterility in the human subject, that there is a doubt whether it would be 
temporary, and that possibly the individual, and possibly her offspring, 
might suffer injury as a result. The severe injuries which occur in the 
ovaries in non-pregnant subjects injected with prolan are in contrast with 
the harmless results of the saturation with prolan which occurs during 
pregnancy: but probably other ounieiel hormones .are then at work. 

W. E. Crowther. 


Monatsschrift fir Krebsbekampfung. 


Heft I, No. 1, January, 1933. 
“The first cancer campaign, its results and the lessons to be learnt from it. 
G. Winter. 
*The early diagnosis of carcinoma of the uterus. v. Mikulicz-Radecki. 
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*New possibilities in the fight against carcinoma of the portio. H. 
Hinselmann. 

Electro-surgical treatment of malignant tumours. H. v. Seemen. 

Nursing and treatment of those suffering from cancer. H. Auler. 

Work and tumour formation. O. Tutschlaender. 

The campaign against cancer in Niederschlesien. O. Hahn. 

THE First CANceR CAMPAIGN, ts RESULTS AND THE LESSONS TO BE LEARNT 
FROM IT. 
Winter found in Berlin about 1900, that only 28 per cent of cases of 

cancer of the uterus were operable when first seen in the out-patient 
department: that in 44 per cent of cases the practitioner was culpable, in 
25 per cent the midwife, and in 25 per cent the patient’s procrastination. 
Coming to East Prussia he found matters still worse, and in 1902 he 
circularized more than 1,000 local doctors and more than 1,000 local mid- 
wives; he also caused educational articles for women to be published in the 
local press and leaflets to be distributed in the villages. The percentage of 
those seeking treatment early for uterine cancer rose from 42 to 56, the 
operability from 63 to 70 per cent. The upheaval due to the war, how- 
ever, caused the loss of all that had been gained, and in East Prussia the 
percentage of inoperability rose from 34.5 in 1911 to 76.3 in 1919. 
Recently Bonn, Jena, Miinich, Minster and Erlangen have reported per- 
centages of inoperable cases of 63, 88, 83 and 72 respectively. Latterly 
midwives and nurses have sent their patients to the surgeon with exemplary 
promptitude, so that the operability rate in this group of cases has increased 
from 46 to go per cent, or more. Winter describes the modes of organiza- 
tion of the cancer campaign which he favours. He thinks that the time 
is not yet ripe to press for systematic prophylactic medical examination in 
which doctors should investigate the cancer areas as the dentist seeks for 
early caries. 

THE EARLY DIAGNOSIS OF CARCINOMA OF THE UTERUS. 

Early diagnosis and treatment simply demand that (1) the possibility of 
carcinoma should not be forgotten when suspicious symptoms occur and 
(2) that an efficient examination should be made. ‘‘One cannot too often 
think of the possibility of cancer . . . and should only diagnose a non- 
malignant condition when cancer has been surely excluded.’’ In the 
anamnesis irregular bleedings in still-menstruating patients, especially in 
those in the fifth decennium, are suspicious: but it is to be remembered 
that one in four cases of cervical cancer occurs in a patient aged less than 
4o. A return of haemorrhage twelve months after the climacteric is highly 
suspicious. Biopsy should not be done in out-patient practice. Recognition 
of the pre-cancerous state has been sought by Schiller, who paints the 
suspicious area with iodine, which is stated not to colour the site of an 
carly carcinoma, and by Hinselmann, who uses his colposcope and regards 
with great suspicion every area of leucoplakia. The value of these methods 
has not met general recognition. 


NEW POSSIBILITIES IN THE FIGHT AGAINST CARCINOMA OF THE PoRTIO. 
Hinselmann gives some account of his classification of pre-cancerous or 
early carcinomatous areas. He believes that his colposcopic method should 
replace older ones in the diagnosis of early cancer of the cervix. 
W. E. Crowther. 
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The Japanese Journal of Obstetrics and Gynecology. 


Vol. xv, August, 1932, No. 4. 

A pharmocological investigation of the blood-vessels of the human 
placenta. K. Ueda. 

An investigation of the placental ferments in various stages of pregnancy. 
M. Abe. 

“A supplementary study on the permeability of carbohydrate in the human 
placenta. M. Abe. 

Physico-chemical change of the blood in gynaecological diseases. Part 2. 
The physico-chemical nature of the blood of patients with uterine 
myoma and ovarian cyst. M. Ikeda. 

*Electric impulse to the rabbit’s uterus after destruction of the hypophysis. 
H. Moriomoto and M. Ikeda. 

The biological study of radiosensitivity. Part 2. On the attitude of 
K-ions, Mg-ions and Ca-ions to the radiosensibility. Part 3. On the 
relation of the ions of various heavy metals to radiosensitivity. 


A SUPPLEMENTARY STUDY ON THE PERMEABILITY OF CARBOHYDRATE IN THE 
HuMAN PLACENTA. 


The author measured the amount of blood-sugar in a mother immediately 
after delivery and the blood-sugar in the umbilical artery and vein of the 
newborn. He found that the sugar content of the maternal blood was 
higher than that of the blood in the umbilical vein of the newborn, and, 
likewise, the content of the latter was greater than that of the blood in 
the umbilical artery. 

After experimenting it was found that a rise of the blood-sugar in the 
maternal body caused a rise of the blood-sugar in the umbilical vein and 
artery of the foetus. The blood-sugar of the foetus varied in direct pro- 
portion to the maternal blood-sugar. It was also ascertained that the rapid 
permeability of carbohydrate in the placenta could not be wholly explained 
by the presence of the carbohydrate decomposing ferment of the placenta. 
It was concluded that the process of diffusion of carbohydrates also played 
part. 

When the blood-sugar of the mother and that of the umbilical artery 
and vein of an asphyxiated newly born child were estimated, they were 
found to differ from the normal. The sugar content of the umbilical 
artery was equal to, or even greater than, that of the umbilical vein and 
the blood-sugar of the mother was approximately equal to that of the 
foetus. Therefore the carbohydrate controlling mechanism of the foetus 
is at fault in cases of asphyxia. 

From the above facts the author supports the theory of diffusion in 
considering the permeability of carbohydrate in the human placenta. 


ELectRic IMPULSE TO THE RasBit’s UTERUS AFTER DESTRUCTION OF THE 

HypopuHysIs. 

The electric current used in the experiment was tetanic faradic. 
Platinic electrodes were used to stimulate the surface of the uterus. The 
sensitivity of the uterus of the rabbit, the hypophysis of which had been 
completely destroved, decreased considerably in the presence of sym- 
pathetic nerve toxins, such as adrenalin. In cases in which the pituitary 
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gland was destroyed a considerable time before uterine stimulation, an 
inverse reaction occurred, but with toxins of the parasympathetic nerve, 
such as pilocarpine and choline, an exciting change was not present. In the 
experiments on seven mature female rabbits, in which the authors succeeded 
in completely destroying the hypophysis, it was proved that excitement 
was very considerably decreased by the operation. 

C. D. Read. 


Annali di Ostetricia e Ginecologia. 


September, 1932. 

*The treatment of puerperal parametritis by Roentgen therapy. Puccioni. 

A study of lipases in obstetrics and gynaecology. Valle. 

Capillary analysis of the blood in obstetric and gynaecological cases by 
means of the ‘‘Guttadiaphot.’’ Porrzi. 

*Suppression of renal function by Roentgen irridiation of the kidneys. 
Ennio. 

*Calcium therapy in adnexitis. Batori. 
October, 1932. 

*Cardio-vascular changes associated with fibroma and their genetic relations. 
Taccani. 

*Alcoholaemia curve induced in physiological pregnancy. Russo. 

Weight development of new-born children considered in relation to 
maternal occupations, variations in weight of new-born children between 
1911 and 1931 in the Monigiagalli Clinic, Milan. Capelli-Vegni. 

Alterations in the menstrual cycle at puberty. De Francesco. 


THE TREATMENT OF PUERPERAL PARAMETRITIS BY ROENTGEN THERAPY. 

In 1899 Ansset and Bédand first employed Roentgen therapy in cases 
of tuberculous peritonitis, and obtained marked amelioration in the 
symptoms or cure of the disease. Since then the treatment has been 
extended to inflammatory processes in every organ. In 1913 Mocha 
and Frankel were the first to publish good results from Roentgen therapy 
in gonococcal and puerperal adnexitis. 

In 1923 Wintz and Flaskarup reported success in 50 per cent of cases 
of adnexitis, treated with doses so large that temporary castration was 
induced. Heidenham and Fried, on the other hand, recommended and 
obtained successful results in inflammatory lesions, genital and otherwise, by 
using small doses (15 to 20 per cent of the erythematous cutaneous dose). By 
treatment with this dosage, Wagner claimed that out of 350 gynaecological 
cases he obtained cure in every case of puerperal parametritis. Encouraged 
by this history of cure in 100 of the cases, Puccioni has applied the treat- 
ment to 16 cases of puerperal parametritis which came into his hospital at 
Modena. Parametritis was acute and of recent onset in 1 3 cases; the cure 
was rapid and complete in seven of these cases. 
the temperature and the pulse-rate became normal. 

On examination before discharge from hospital an inflammatory swelling 
could not be felt. In eight cases including three sub-acute cases of long 
standing the results were less satisfactory, but in these the volume of 
exudate had been remarkably large, and there were other complications. 
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Only in one case could the therapeutic effect of the rays be said to be 
negative. The exudate increased and ended in abscess formation in this 
case. The dose administered was always small. 

All the patients declared that pain was relieved and that they felt 
much better in general health although cure was not attained in nine cases. 
Evidently the rays exert a general tonic effect on the nervous system and 
the endocrine glands. The direct stimulation of the inflammatory focus 
increases the defensive power of the tissues. 

After irradiation changes are noted in viscosity of the serum, in the 
sugar and mineral content of the blood, in the time of coagulation of the 
blood and in the rate of sedimentation of the red-corpuscles. 


SUPPRESSION OF RENAL FUNCTION BY ROENTGEN IRRADIATION OF THE KIDNEYS. 

Ennio has irradiated numerous patients suffering from abdominal metas- 
tases of ovarian carcinoma. In irradiating any organ involved such as the 
liver, stomach, pancreas, and omentum, one or both kidneys were simul- 
taneously irradiated. He never observed the slightest sign of change in 
renal function and was, therefore, somewhat sceptical when Klein in 1928 
published an account of complete suppression of the renal function, in a 
case of ureteric fistula, by means of a dose of X-rays equal to 90 per cent 
of the erythematous dose. 

At first Ennio meditated undertaking experiments on animals to test 
the possibility, but, as the experiments of others had always been incon- 
clusive, he decided to wait for a suitable patient on whom to try the 
efficacy of the method. He was of opinion Roentgen irradiation—always in 
therapeutic dosage—would not exert an inhibitory action on a healthy kidney. 
But irradiation might cause suppression of the renal function by destroying 
epithelium previously sensitized by ascending infection, as in the case with 
the ureteric fistula in which the fistula was cured, although the kidney was 
sacrificed. 

In 1930 a patient, aged 43 years, on whom he had operated some months 
previously for a left ovarian cyst, returned to hospital because of a large 
swelling in the left hypochondium extending to the left costal margin, 
evidently without relation to any genital organ. From the history and from 
an examination of the tumour he made the diagnosis of hydronephrosis, and 
decided to operate, with the intention of performing nephrectomy. 

On opening the abdomen he found a normal ureter leading to a normal 
and normally situated kidney. Anterior to the ureter and adhering to it 
was a large retro-peritoneal cyst, inflammatory in origin. It was detached 
with some difficulty from the ureter, but without wounding either the urete: 
or the peritoneum. Dressings and drainage tubes were fixed with the usual 
care. On the fifth day the bandages were found to be saturated with urine. 
A ureteric fistula had developed. The feeble condition of the patient contra- 
indicated another operation. 

Twenty days later Roentgen irradiation of the left kidney, following the 
same technique and dosage as Klein was begun. Ten days later the secre- 
tion of urine from the fistula had markedly diminished, and in 30 days it 
had ceased. The patient was discharged in fairly good condition, but re- 
turned eight months later with a cystic tumour of the breast. 

On this occasion a radiographic examination of both kidneys was made. 
The left kidney was a mere shadow having ceased to function. The right 
kidney was seen and was functioning normally. 
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In this case, therefore, irradiation produced total suppression of the 
function of the left kidney. Referring to the literature of the subject, the 
author points out that the results of treatment vary. Sometimes they are 
absolutely negative, sometimes transitory and sometimes ideal. Otto and 
Frommolt report a case in which irradiation cured a ureteric fistula, and 
maintained the integrity of function of the irradiated kidney, although it had 
already been damaged by an ascending infection. The infection appeared 
to benefit as a result of the treatment. 

Although the results are not constant the author recommends the treat- 
ment before resorting to operation, especially in patients whose condition 
precludes surgical intervention. 


THERAPY IN ADNEXITIS. 

Batori describes the many structural changes which develop in the 
adnexa as a result of inflammation, and may cause sterility, extra-uterine 
pregnancy and a host of lesser evils. Naturally cure by medical means is 
much desired, and recently calcium therapy has been indicated as a treat- 
ment which would restore inflamed tissue to its natural state, since it has 
been proved that in all inflammatory masses there is a deficiency of calcium 
and a disturbance of the ratio Na + K: Ca. 

The cure of adnexitis by the calcium salts was first tried by Landsberg 
in 1913, and first in Italy by Dallera in 1925. Batori has treated 75 cases 
on the lines adopted by Dallera and describes the progress of cure in three 
typical acute cases. 

After the first injection, the patients declared there was a feeling of 
relief. A fall of temperature and the disappearance of sickness and pain 
followed. In many cases the inflammatory exudate completely resolved. In 
some cases in which it persisted he removed the appendages. He considers 
that operation can be undertaken with a greater degree of safety after the 
previous exhibition of calcium. 

In sub-acute cases the efficacy of the treatment was more limited. He 
found it of use to combine the injections with a prescription containing oil 
of turpentine and oil of quinine. Chronic cases did not derive any benefit. 
Diathermy, hydrotherapy and local treatment were more useful. He found 
calcium gluconate more satisfactory than calcium chloride, that the endo- 
muscular injection of the chloride was impossible and that endo-venous 
injection was often followed by necrosis at the site of injection. The gluconate 
was so tasteless that in the final stages of treatment it could be taken 
abundantly by the mouth. Subcutaneous and endo-muscular injections were 
absolutely painless. 

One objection urged against calcium therapy is that calcium is too rapidly 
eliminated by the kidneys and intestine. Calcium gluconate has the advan- 
tage of lower toxicity than the other salts of calcium and is not eliminated 
so rapidly. 


CARDIO-VASCULAR CHANGES ASSOCIATED WITH FIBROMA AND THEIR GENETIC 

RELATIONS. 

Taccani gives Winter’s classification of the functional and organic cardio- 
vascular change associated with fibroma and reviews experimental investi- 
gations about the origin and effects of fibromatous tumours. He refers 
especially to Mirto’s recent experiments on frogs to determine the effects 
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of injecting normal uterine or fibromatous extracts, and to the research of 
Pestalozzi and others on qualitative and quantitative blood changes in 
fibroma. 

The study of capillaries has hitherto not been carried out in fibromatous 
patients. Taccani has devoted special attention to this in 42 cases on which 
he operated last year. The method is simple; a microscopical examination 
of cutaneous capillaries is made where the capillary loops are sensibly 
parallel to the epidermis, as they are on the terminal phalanx of a finger. 
He gives a series of illustrations showing the difference in appearance of the 
capillary network in normal individuals and in fibromatous patients. 

The results of his researches, conducted before and after the operation, 
show clearly that in almost every case: (1) before operation there is a great 
increase in the maximum blood-pressure, a diminution in the percentage of 
haemoglobin and a spastic capillary condition; (2) after operation there is 
a universal tendency to revert to normal conditions. 

He formulates the hypothesis that, while the cardio-vascular changes 
seem independent of the metrorrhagia which generally affects the patients, 
they are related to dysfunction of the endocrine system and to anatomical 
and pathological changes chiefly in the ovaries and the thyroid gland. 


ALCOHOLAEMIA CURVE INDUCED IN PHYSIOLOGIC PREGNANCY. 

With the aim of determining whether normal pregnancy can influence 
the concentration of alcohol in the blood, Russo has carried out several tests 
on healthy pregnant women; on seven of the women during the first two 
months of pregnancy and on 14 during the last month. He made use of 
Widmark’s micro-method with Baglioni’s modifications. 

Russo concludes that pregnancy has, assuredly, a certain influence 
on induced alcoholaemia. The alcohol curve ascends and descends more 
rapidly in pregnant than in non-pregnant women. Further there is a greater 
concentration of alcohol in the blood and a more rapid and marked mani- 
festation of symptoms of intoxication in women during the first two months’ 
pregnancy than during the last month. He attributes these modifications in 


alcoholaemia to the various functional changes due to pregnancy in the organs 
of the woman. 


J. H. Filshill. 


The Cancer Review. 


The following abstracts are abstracted from ‘‘The Cancer Review: 


a Journal of Abstracts,’’ by kind permission oi the British Empire Cancer 
Campaign. 


Vol. vii, No. 4, 1932. 
LEAD TREATMENT OF CANCER. A. Mattina. Cult. Med. Mod., 1930, 9, pp. 

890-901. 

After reviewing the results reported in the available literature the author 
deals with those obtained by him in 20 inoperable cases, using an electrically 
prepared colloidal solution. In the first two cases intramuscular injections 
were given; severe symptoms occurred (vomiting, abdominal pain, diar- 
rhoea and melaena) and the general condition became rapidly worse. In 
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the remaining 18 the injections were given intravenously and the only 
ill-effects noted were headache and vomiting after each injection. The 
dosage was raised at each injection; seven were given four injections; 13 
were given more than four injections, varying from 0.25 to 0.8 grm. In 
two cases (carcinoma of the mouth with metastases in the cervical glands, 
carcinoma of the prostrate) the tumours diminished in size, apparently by 
necrosis; in the remaining 18 cases improvement was not observed. 
F. Cavers. 


-LEAD TREATMENT OF CANCER. P. Duhail. Pvogrés Méd., 1931, 58, pp. 

583-590. 

The author gives a useful review of the results obtained during recent 
years. [He refers almost exclusively to the publications in English on this 
subject, but a good deal of investigation on lead treatment has been done 
by Italian workers, most of whose papers have been abstracted in this 
Review.] He points out that comparison is made difficult by the facts that 
various forms of lead have been used and that surgery, X-rays and radium, 
or a combination of these, has been used in association with lead therapy. 
He cites the encouraging results reported by Fitzwilliams, Craver and 
Stone, and others and the poor results reported by Wyard by treatment 
with lead alone. It is interesting to note that Wood and Ullman, working 
respectively on animal and human tumours, found that the use of lead 
diminished the dosage of X-rays necessary to cause regression of tumours. 
In dealing with Blair-Bell’s report to November, 1929, the author accepts 
the claim that 65 good results were obtained, but points out that only 303 
cases should be used for statistical evaluation. This gives a high percentage 
(21.5) of good results. 


F. Cavers. 


AN EXPERIMENTAL AND CLINICAL STUDY OF THE ORIGIN OF HETEROTOPIC 
ENpoMETRIUM. K. Wolff. Frankf. Zeitschy. f. Pathol., 1930, 40, pp. 
247-271. 

The discussions of the origin of heterotopic endometrium have centred 
round (a) the liability of serous endothelium to undergo metaplasia; (b) the 
possibility of endometrium becoming implanted on a surface; and (c) the 
possibility of endometrial transport by lymphatic vessels. [It is probable 
that heterotopic endometrium originates in all these ways.] This study 
was undertaken as the result of finding an endometrioma in a lymphatic 
gland entirely separated from another endometrioma in the region of the 
round ligament. The experiments were carried out on guinea-pigs, and 
beyond showing that endometrium would grow when transplanted did not 
materially contribute to the investigation. The author favours the theories 
of implantation and carriage by lymphatics. 


W. G. Barnard. 


EXPERIMENTAL ENDOMETRIOMA IN Rappits. V. Cogliandro. Gazz. Internaz. 

Med.-Chir., 1931, 39, pp. 177-186. (University, Naples.) 

After a general discussion of the pathogenesis of human endometriosis 
the author reports the results of the autoplastic grafting of uterine mucosa 
iuto the ovaries of rabbits; four animals were used and, in each, one ovary 
received the graft. The treated ovary was removed 10 days later. In one 
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case the graft showed cystic changes; in the remaining animals it had 
undergone necrosis. The author concludes that some special unknown 
stimulus is necessary for the development of endometriomata from implants 
of endometrial tissue. 


F. Cavers. 


THE ERYTHROCYTE SEDIMENTATION-RATE IN PATIENTS WITH CANCER. E. 


Codeleoncini. Tumori, 1931, 17, pp. 220-232. (Institute of Pathology, 
University, Bologna.) 


The author first gives a brief, but useful, account of the various methods 
used and the results obtained by previous writers on erythrocyte sedimenta- 
tion in healthy subjects and in those suffering irom various diseases, as 
well as the theories put forward regarding the cause and significance of the 
reaction. Opinions about the cause are divided, some writers attributing 
the phenomenon to the red blood-corpuscles, others to the blood-plasma. 
Biff, Fahraeus and some other writers, attributed the sedimentation-rate 
and its variations under morbid conditions to an auto-agglutination of the 
discs in rows or heaps. Some writers attach the chief importance to the 
haemoglobin content of the erythrocytes; others to the electric charge 
carried by them; others to variations in the number present in the blood; 
others to their varying content of nucleoproteins. Writers who refer the 
phenomenon to the properties of the plasma lay stress respectively on its 
viscosity, its content of calcium, globulin and fibrinogen, its density and 
surface tension, an increase of the lipoids and cholesterol as compared with 


its lecithin content, and the electric charge of the colloids of the plasma. 
A considerable increase in the sedimentation-rate occurs normally after a 
meal, a less marked increase after muscular work; it is subnormal in infants 
and increases progressively with age. It is normal in Graves’s disease, in 
Addison’s disease, and gastric ulcer; it is diminished in anaemia, chlorosis, 
jaundice, hepatic disease and uraemia; it is increased in the majority of 
acute and chronic infections. 


Using Westergren’s method (eight cubic centimetres of blood + two 
cubic centimetres of a two per cent solution of sodium citrate placed in a 
pipette graduated in millimetres, readings taken after one hour, two hours 
and 24 hours), the author found that the mean sedimentation-rate, calcu- 

A+} 
lated according to the formula of Katz, M.S.R. = (A = sedimenta- 


tion in first hour and B in the second hour), in healthy persons, was three 
to seven in men and four to nine in women. He examined 200 patients 
with malignant disease, verified by biopsy, operation, or necropsy. The 
lowest readings were found in carcinoma of the skin (M.S.R. 12). There 
followed in ascending order, according to the organs affected: oesophagus, 
pharynx, larynx, bladder, 16; mouth, tongue, 16.5; breast, 17.5; prostate, 
19; stomach, 30.5; uterus, 36; pancreas, 70.3. Sarcomata gave high figures 
(averaging 44, rising to 51.5 in sarcomata of bone and testicle. In 22 cases 
normal or subnormal vaules were found in the first hour, in 84 values only 
slightly above normal (six to 22 in men, 10 to 20 in women), in 56 cases 
values between 21 and 50, in 36 higher values (more than 50). 
F. Cavers. 
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A. PRELIMINARY REPORT ON THE VALUE OF THE COUTARD X-RAY TECHNIQUE 
IN CARCINOMA OF THE CERVIX. R. Schréder. Stvahlenther, 1931, 41, 
pp. 67-72. 

The Coutard technique consists in the application of daily small doses 
of deep X-rays administered from a great distance and through a heavy 
filter. The author’s technique was as follows: 180 KV, four MA, filtered 
by two or three millimetres of copper, focal skin distance 50 centimetres, 
size of fields 10 by 15 centimetres, five or six R per minute; the average 
number of treatments to three or four fields was 10. There are always two 
posterior fields and one or two anterior fields. A daily dose of 200 R per 
field was given, only one field being treated on each day. In 30 to 40 days 
each field had received 2,000 R. The bladder and the large bowel were 
always emptied before the treatment. All pelvic recurrences after operation 
or after the application of radium were treated and the method was also 
used for prophylaxis in cases without recurrence. The general reaction was 
never very severe except in cases with advanced cachexia. In two cases 
with severe cachexia the general condition became very bad and the disease 
had spread to the bones and internal organs. As a result of this the author 
recommends either complete cessation of treatment or wider intervals 
between the doses. A typical cutaneous reaction follows the treatment, 
redness and swelling with, later, desquamation occur and, in some cases, 
an exudative dermatitis; a burn, due to the X-rays never occurred. Slight 
disturbances of the bowel and bladder were transitory. Towards the end 
of treatment there is usually a painful reaction in the tissue of the tumour, 
but this always disappeared in eight to 14 days. The results are fairly 
good, recurrences of moderate dimensions have disappeared, and in many 
cases gross lesions have become smaller and more localized. The author is 
of the opinion that this technique is a definite improvement and intends to 
continue using it. 


P. J. Kerley. 


CANCER MORTALITY AND PREGNANCY. S. Peller. Zeitschr. f. Krebsforsch., 
1931, 34, PP. 394-404. (Vienna.) 


The question of the effect of pregnancy on the mortality from cancer is 
raised in this paper. It has frequently been stated, mainly on clinical 
grounds, that pregnancy favours the progress of cancer. The author points 
out the numerous statistical fallacies which have to be taken into con- 
sideration before the question can be answered. He then calculates, on the 
basis of the Registrar-General’s statistics of the cancer mortality in England 
and Wales, how often pregnancy and death from cancer should coincide, if 
the two conditions did not influence each other, and how often they actually 
occur together. He arrives at the conclusion that the two conditions occur 
strikingly less frequently than one would expect, if they did not influence 
each other. It is pointed out that the figures show that this phenomenon 
is not due to the prevention of conception by women suffering from cancer, 
but that it can only be explained by an inhibitory effect of pregnancy on 
the course of the malignant disease. 

It is also shown that this effect is the more prorounced the more 
frequent the previous pregnancies. This is true for the age periods up to 40 
years. It indicates that pregnancy has a protective influence, which persists 
after the termination of pregnancy and becomes cumulative with repeated 
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pregnancies. A comparison of the relation between pregnancy and other 
diseases, such as tuberculosis, diabetes, and cardiac disease, shows an entirely 
different effect from that observed in cancer. After the fortieth year the 
protective effect of previous pregnancies against cancer appears to be 
masked by other factors which are not further defined. 


W. Cramer. 
CANCER OF THE CERVIX AFTER SUB-TOTAL HYSTERECTOMY. L. Delporte and 

J. Cahen. Le Cancer, 1930, 7, pp. 215-228. 

Ten cases of carcinoma of the stump of the cervix, left after sub-total 
hysterectomy, are reported. The authors believe that this occurrence is not 
infrequent; they consider that in seven of their Io cases carcinoma was 
present and overlooked at the time of the operation; in the remaining three 
cases it could be established that growth was not present at the time ot 
operation. The best method of treatment is the insertion of radium in, and 
around, the tumour, the total dose of 35-60 m.c.d. is necessary. X-ray 
treatment is not of much value in these cases, and it has yet to be proved 
that distant X-ray treatment (Coutard’s treatment) is of more value than 
the direct application of radium. Four of the 10 patients were considerably 
improved by treatment with radium; two are considered to be cured, and 
the growth has not recurred in the other two during two years. 


P. J. Kerley. 


Vol. vii, Nos. 7 and 8, 1932. 
Is THERE A SPECIFIC IRRITANT TO FOUR SITES OF CARCINOMA? E. W. 

Saunders. Amer. Journ. of Cancer, 1931, 15, pp. 2745-2758. 

The author has isolated a streptococcus from diseased conditions of the 
stomach, colon, breast and cervix. This organism is closely related to or 
identical with the Streptococcus lacticus of cow’s milk. He has formulated 
a hypothesis that this organism is concerned in the production of cancer 
arising on chronic inflammatory conditions at the above sites. In the 
present paper he brings forward evidence in support of this hyothesis. 

S. L. Baker. 
THE QUESTION OF THE ESTABLISHMENT OF SPECIAL CANCER Hospitats. H. 

Holfelder. Deutsch. Med. Wochenschr., 1931, 57, pp. 659-662. 

The author does not, on the whole, favour the extensive establishment 
of these hospitals, because he fears that this would eventually result in the 
material for the study of cancer and the means of combating it being with- 
drawn from surgeons and students working in the general hospitals; this 
would make difficult the active co-operation of the medical fraternity as a 
whole in the campaign against cancer. The author believes that this would 
be most unfortunate, even granting that the assignment of cancer patients 
to special hospitals might result in improved diagnosis and treatment by a 
team of resident and visiting specialists in various branches of surgery. 
F. Cavers. 


BILATERAL OVARIAN TuMouRS IN A Cow. Montpellier. Bull. Assoc. fraig. 

p. V Etude du Cancer, 1931, 20, pp. 163-168. 

One of the tumours weighed six kilogrammes. There were metastases in 
the peritoneum, peripheral portions of the stomach, bowel, liver and spleen, 
the lumbar and retro-sternal lymphatic glands. Folliculomata are stated to 
be the most frequent ovarian tumours in cows. 


F. Cavers. 
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THE RELATION BETWEEN PREGNANCY, CARCINOMA AND THE MAGNESIUM 
CONTENT OF THE TiIssuES. FF. Lorenzetti. Clin. Ostet., 1931, 33, 
PP. 129-139. 

The author’s argument is, briefly, as follows. {1) The magnesium con- 
tent differs in different tissues and in the same tissue at different ages; for 
instance, in advanced age it is reduced in all the organs of the body. (2) It 
is also reduced in persons with cancer. (3) In animal experiments the giving 
of magnesium salts hinders the development of transplanted carcinomata 
and sarcomata. (4) Several authors have shown that the frequency of 
occurrence of cancer in man is in inverse ratio to the magnesium content of 
the soil whereon he dwells. (5) The magnesium content of the organs of a 
child exceeds that of the mother’s. Hence the mother during pregnancy 
and the puerperium is exposed to the danger of cancer and should be dosed 
with magnesium as a prophylactic. [The only comment required is that 
some of the author’s premises have not been definitely established. ] 

F. Cavers. 


THE SECRETION OF ANTERIOR PITUITARY HORMONE IN THE URINE IN ENDO- 
CRINE DisorDERS. H. U. Hirsch-Hoffmann. Klin. Wochenschr., 1932, 
II, Pp. 94-97. 

The author reports upon positive Aschheim-Zondek reactions under the 
following conditions: (1) Two cases diagnosed as a tumour of or near the 
pituitary body; (2) two cases of unexplained weakness and loss of weight; 
(3) one case of acromegaly; (4) five cases suggesting endocrine disorder. He 
appears to state that he has obtained positive results in 27 other cases, 
namely three of diabetes, nine of suspected brain tumour, two of proved 
brain tumour, 14 of various endocrine disorders [a total of 28], but the 
matter is not clearly expressed and the paper lacks any definite summary. 

E. L. Kennaway. 


CITELLI-P1AzzA HarMoctastic Reaction. P. Restivo. Boll. Mal. Or., 1931, 

49, Pp. 308-314. 

This reaction is apparently very similar to, if not identical with, that of 
d’Amato. The author tried it on 16 patients with tumours of the upper 
respiratory tract, with 14 positive results. The leucopenia was never 
observed when normal protein was injected for comparison. Non-cancer 
patients give a negative reaction. Like Bossa, the author attaches great 
diagnostic importance to the test, which is regarded as specific if not 
invariably positive in cases of cancer. 


F. Cavers. 


D’Amato’s HaEMOcLASTIC REACTION (LEUCOPENIA FOLLOWING THE INJECTION 
OF CANCEROUS EXTRACT INTO CANCEROUS PaTIENT). G. Bossa.  Poli- 


clinico (Sez. Med.), 1931, 38, pp. 82-08. 

This test, based on one used by d’Amato in the diagnosis of various 
infectious diseases, consists in intravenous injection of one cubic centimetre 
of watery extract of fresh human cancer into the person suspected of having 
a malignant tumour. A positive reaction is indicated by a fall in the 
leucocyte count by more than 800. Of 58 cancer patients 51 gave such a 
reaction; 14 controls were used, all giving a negative reaction. 

F. Cavers. 
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THE ALLEGED INCREASE OF CANCER. Prausnitz. Miinch. Med. Wochenschr., 

1932, 79, Pp. 2-3. 

The author was struck by the correlation between an increase of the 
number of deaths ascribed to cancer and a decrease of the number of deaths 
ascribed to senile decay in Germany. Thus in 1892, 13,700 deaths were 
ascribed to cancer and 109,600 to senile decay. In 1928 the numbers were 
respectively 48,200 and 75,300. The sums, viz. 123,300 and 123,500 are 
almost equal. This led him to have the mortality of cancer, tuberculosis 
and marasmus in Graz, for the years 1900 to 1930, worked out. He points 
out that if the figures for cancer and marasmus are averaged, the combined 
rate of mortality has been nearly constant for some time. Hence he con- 
cludes that the recorded increase in the mortality from cancer is an effect 
of the more accurate diagnosis. 


M. Greenwood. 


MALIGNANT TUMOURS OF THE TESTIS AND THE ASCHHEIM-ZONDEK REACTION. 
B. Zondek. Klin. Wochenschr., 1932, 11, pp. 274-279. 


This report is supplementary to the author’s earlier study of the relation 
of tumours to the anterior pituitary hormones (see Cancer Review, 1932, 7, 
Abstract 310), in which it was shown that in tumour-bearing patients the 
urinary HVH lay quantitatively between the physiological secretion (five 
mouse units per htre in nealthy women) and the greatly increased pro- 


duction seen in pregnancy (3,000 to 5,000 units), varying from 100 to 150 
units per litre. 


The author first discusses the question of the significance of increased 
excretion of the follicle-ripening hormone (HVH-A) in patients with 
tumours, especially in those with tumours of the female genital organs. Ii 
this increase is concerned with the causation of cancer, prolan cannot be 
used as a therapeutic agent. The author has repeated Hofbauer’s experi- 
ments, using young rabbits and guinea-pigs, and in not a single case could 
Professor R. Mayer, who examined the microscopic preparations, confirm 
Hofbauer’s findings of precancerous epithelial changes. Hofbauer has, as 
already pointed out by Hartmann and Olbers (see Cancer Review, 1932, 7, 
Abstract 703), described as pathological what are normal oestrous changes. 


It is pointed out tnac, as a rule, only the follicle-ripening hormone 
reaction (HVR I) is given by the urine of patients with cancer; in only a 
few cases have the reactions (HVKR II and III) of the luteinizing hormone 
been found (in two cases ot female genital cancer, in a case of bronchial 
carcinoma in a woman, and in a one-year-old female infant with a con- 
genital retroperitoneal teratoma polycysticum adultum). 


The author had already reported a case of malignant testicular tumour 
in which the urine gave the full pregnancy reaction (HVR I, II and III), 
indicating the presence of the luteinizing hormone (HVH-B) as well as 
that of the follicle-ripening hormone (HVH-A), the latter alone being given 
in all the cases of female genital cancer so far examined (with the two 
exceptions noted in the foregoing). Moreover, the implantation of small 
pieces (0.5-1 g.) of the human tumour tissue into mice gave positive HVR 
I-III, whereas in female genital cancerous tissue HVH is absent or found in 
very small amount. Again, while the HVE content of the anterior pituitary 
lobe itself in women dying with genital cancer was subnormal, implantation 
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into mice was positive, in this man (who died with multiple pulmonary 
metastases) the pituitary gland, even when large pieces were used for im- 
plantation, gave negative results. 

Fourteen cases of testicular cancer were investigated, but four are 
excluded because the diagnosis was not verified by operation, and in one of 
the remaining 10 cases the patient died with radiographically presumed 
pulmonary metastases, but necropsy was not permitted. In Cases 1, 2 and 3 
the native urine gave positive HVR I-III; in Case 4 only HVR I was 
positive in native urine, I-III in urine concentrated five times; in Cases 5 and 
6 HVR I was positive in native and concentrated urine, but II and II were 
negative; in Cases 7 te 10 I-III weve negative. Only positive II and III 
reactions are diagnostic of malignant testicular tumours (in a case of 
testicular tuberculosis the concentrated urine gave a positive HVR J, 
although a positive HVR I in native urine should raise the suspicion of a 
malignant tumour. In Cases 2 and 3 there was a symptomatic hydrocoele, 
and the fluid (which did not contain cancer cells) gave positive HVR I-III. 

F. Cavers. 


MALIGNANT CHANGE IN AN ADENOMATOUS POLYPUS OF THE UTERINE Bopy. 

Bonnet. Presse Méd., 1931, 39, p. 360. 

This tumour was removed by twisting its stalk: microscopical examina- 
tion showed in places a transition from adenoma to adenocarcinoma, hence 
total hysterectomy was performed. The author found only three similar 
cases reported in the available literature. 


F. Cavers. 


RADIUM AND X-RAY TREATMENT OF A CASE OF ADENOCARCINOMA OF THE 
UTERINE CERVIX. Le Maitre and Nuytten. Presse Méd., 1932, 40, p. 266. 
After mentioning the generally held opinion that adenocarcinoma of the 

cervix is relatively insensitive to irradiation the authors report a case 

occurring in a woman of 44 and treated only by irradiation—first radium, 
then deep X-rays. Recurrence had not occurred 18 months later. 
F. Cavers. 


DIscUSSION OF IRRADIATION TREATMENT OF OVARIAN TuMouRS. Mou- 
longuet, Doléris, Mallet, Basset, Faure, Siredey, Brocq. Presse Méd., 
1931, 39, P- 513. 

The authors point out that although it is known that some ovarian 
tumours, notably the seminomata, are radiosensitive while others are radio- 
resistant, these neoplasms have apparently not been studied systematically 
regarding the relation between histological structure and _ radiosensitivity. 
In the four cases here reported post-operative recurrence occurred. X-ray 
treatment was given, and in three cases the recurrent tumour showed 
regression, while in the fourth case its growth came to a standstill. The 
histological diagnoses were, respectively, ‘‘embryonic tumour,’’ ‘‘probably 
sarcoma,’’ ‘‘folliculoma’’ and ‘‘adenocarcinoma,’’ the fourth patient is alive 
18 months after the recurrence was diagnosed. 

Basset reported a case of ovarian carcinoma which was operated upon 
twice, extirpation being found impossible; almost complete regression 
followed X-ray treatment. Faure urged that deep X-ray therapy should be 
tried in every case of inoperable ovarian tumour. Siredey had operated on 
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a woman of 73 for carcinoma of the left ovary; it had been intended to 
remove the right ovary which contained a small tumour, but the patient’s 
condition seemed to forbid this; five months later there was a large 
inoperable right ovarian mass, yet the patient lived in good health for five 
years and then died of intercurrent disease. This case seemed to indicate 
that the prognosis in cases of ovarian cancer is difficult. Brocq urged that 
operation should precede radiotherapy, in order to avoid such errors as the 
irradiation of a benign cystic tumour. 


F. Cavers. 


THE RAPID GROWTH OF AN INOPERABLE OVARIAN TUMOUR FOLLOWING 
X-ray TREATMENT. Voyazospoulos. Discussion by Faure; Bécl¢re; 
Moulonguet. Presse Méd., 1931, 39, p. 360. 

At laparotomy on a woman of 50 a large left ovarian tumour was foun: 
impossible of removal because of adhesions. X-ray treatment was given, 
but a month later the tumour had become considerably larger and a mass 
as large as an orange could now be palpated in the left ovary. 

Faure said this report confirmed his view that X-rays may aggravate 
and make more malignant, or even cause malignant change in, ovarian 
tumours. 

Béclére remarked that such change had never been histologically veri- 
fied; in cases of the type reported the increased rate of growth was much 
more probably a matter of coincidence than an effect attributable to X-rays. 

Moulonguet pointed out that ovarian tumours seemed to require further 
study with reference to their radiosensitivity. In a case of inoperable 
folliculoma, not only the ovarian tumour but also a metastatic nodule had 
disappeared after X-ray treatment; but a second metastasis appeared, 
proved radioresistant and caused the patient’s death. 


F. Cavers. 
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REPORTS OF SOCIETIES. 


THE BRITISH COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS. 


The quarterly meeting of the Council was held on January 23rd, 1933, 
with the President, Dr. J. S. Fairbairn, in the Chair. 

Dr. Henry Russell Andrews was elected a Vice-President of the College 
and Dr. Arthur E. Giles was elected Honorary Librarian. 

It was decided that the Annual General Meeting of the College should 
be held on Wednesday, April 5th, 1933, at 5.0 p.m. in Birmingham, for the 
convenience of those attending the Congress of British Obstetrics and 
Gynaecology. 

The President formally admitted to the Fellowship of the College: 
Cedric Lane-Roberts (London), Louisa Martindale (London), James Henry 
Drew Smythe (Bristol), and to the Membership: Eric Arthur Gerrard, 
George Frederick Gibberd, Edith Hall, Alan Morris Johns, Richard Glyn 
Maliphant, Ellen Douglas Morton, William Joseph Rawlings, William 
Foster Rawson. 

The following, having fulfilled the requirements of: the By-laws, were 
elected to the Membership: William Saxon Barton, Alexander Broido, 
jajneswar Chakravarti, Richard Victor Dowse, Wallace Freeborn, John 
Sydney Green, David McKay Hart. William Charles Wallace Nixon, James 
Vincent O’Sullivan, Robert Watson, Ralph Kuper White, Nellie Wilkes, 
and will be formally admitted by the President at the Annual General 
Meeting. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNAECOLOGY. 


At a meeting of the Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine on December 16th, 1932, a discussion was held on the 
Final Report of the Maternal Mortlaity Commission. ‘The discussion was 
opened by two members of the Commission, Dr. W. H. F. OXLeEy and 
Professor F. J. BRowNE. The first-named dealt with the terms of reference 
of the investigation and the considerations which led to the main con- 
clusions and recommendations of the report. Dr. Oxley reminded the 
meeting that the departmental committee was appointed ‘‘to advise upon 
the application to maternal mortality and morbidity of the medical and 
surgical knowledge at present available, and to inquire into the needs and 
direction of further research.’’ He described the method adopted for 
acquiring data. Case reports relating to nearly 6,000 maternal deaths had 
been analysed by Mr. G. F. Gibberd and Mr. Arnold Walker, and the first 
object of the Committee had been to group together those cases in which 
a ‘‘primary avoidable factor’’ had appeared to them to have contributed 
to the fatality. It was found that in 48.8 per cent of the cases one or more 
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of the following avoidable factors was disclosed: (1) An error of judgment 
in the management of the case. (2) Omission or inadequacy of antenatal 
treatment. (3) Lack of reasonable facilities for treatment. (4) Negligence 
of the patient or her friends. In Dr. Oxley’s view it was probable that had 
the information available to the Committee been more complete, the pro- 
portion of cases showing a ‘‘primary avoidable factor’? would have been 
much higher. 

By a further analysis of the case reports in each of these four categories 
an attempt had been made to determine why the defects had occurred, and 
how they could be eliminated by administrative’ activity. The recom- 
mendations thus evolved formed the basis of the scheme for the definite 
co-ordinated maternity service advised in the Interim Report of the Com- 
mission. Since the issue of this report, however, financial stringency had 
made any sweeping changes impracticable, and in their stead modified 
plans for improving the existing machinery were advocated in the final 
report. The cases in which departure from established practice was not 
recognized, amounting to just over half of the total, remained to be con- 
sidered. In this category are included most of the cases in which sepsis 
was the cause of death, some of the cases of eclampsia, and the majority of 
the cases of shock, antepartum haemorrhage, and pulmonary embolism. 
The Committee had exhaustively investigated the extent of research work 
in these matters, and had drawn up a scheme for the direction and 
encouragement of further research in the various fields involved. Consider- 
able effort had been expended in the consideration of the state of affairs in 
those countries in which the published maternal mortality figures compared 
favourably with those of Great Britain. Dr. Oxley was of opinion that the 
routine service for midwifery in Holland and Scandinavia is superior to 
ours. In conclusion, he pointed out that what the Committee had done in 
four arduous years was to define the nature and the extent of the defects 
which were generally admitted, and to advise practicable measures for their 
eradication. 

Professor F. J. Browne confined his remarks to one or two matters which 
had not been dealt with by Dr. Oxley. He defended the recommendatioi 
of the Committee that the period of clinical training in midwifery for the 
medical student be extended from three months to six months. It had 
aleady been adopted by the General Medical Council. He dismissed as 
impracticable an alternative suggestion which had been put forward by a 
critic of the report that the extra training should be secured by a period of 
three months’ postgraduate internship. He laid stress on the conclusions 
of the Committee that the future medical practitioner must be educated to 
regard any operative interference, except the low application of the forceps, 
as unjustifiably dangerous except in specially equipped hospitals. He drew 
the attention of the meeting to the Committee’s recommendations regarding 
the encouragement of specialization in obstetrics. There were whole 
counties, he maintained, without an obstetric specialist. In many large 
general hospitals gynaecological diseases and the most urgent complications 
of childbirth were treated by general surgeons. The Committee had put 
forward a strong plea that gynaecological departments staffed by trained 
obstetricians be established in all hospitals where they did not already exist. 
Professor Browne also described the special investigations of the Committee 
into the evidence available of the causation and elimination of sepsis, 
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Professor GILBERT STRACHAN paid a tribute to the hard work which the 
Committee had expended on its inquiry, but he considered that in several 
respects the report should be criticized. He felt stronlgly that there was 
too much disparagement of British medical practitioners and too much ill- 
judged admiration of the statistics of the maternal mortality of other 
countries. He pointed out, first, that the total number of maternal deaths 
considered (5,805) represented, in round figures, the number of women who 
died in association with 1,450,000 births, or, approximately, the number of 
births occurring in England and Wales in two years. 

The Committee had arbitrarily laid down eight criteria in the considera- 
tion of these maternal deaths, and any departure from the conditions of 
any one of these criteria had been regarded as a ‘‘primary avoidable factor.’’ 
The sum-total of these criteria represented practically a perfect system of 
antenatal and intranatal supervision, and it was hardly surprising that 
investigation showed the presence of a “‘primary avoidable factor’’ in nearly 
half of these. For the Committee to sit in judgment and to class certain 
cases as preventable and others as the reverse savoured a little of being 
wise after the event. In the experience of most obstetricians it was often 


extremely difficult to decide whether a maternal death could have been 
prevented or not. 


Every one was agreed, he said, that there was need to educate the 
public with regard to the necessity for antenatal care, but he considered 
that the type of propaganda which had been adopted would have the effect 
of over-emphasizing the dangers of childbearing in the minds of women. 
Scare headlines in the public press were not calculated to induce in the 
pregnant reader that sense of confidence which the report had rightly 


stressed as being so desirable. An equally grave error was the tendency to 
produce lack of faith in her personal medical attendant or in the medical 
profession generally. It was also unfortunate that the Committee had done 
nothing to attempt to educate the public to be ready to make more 
adequate remuneration for the responsible services involved. 


In connexion with the recommended staffing of maternity hospitals the 
Committee had made the serious mistake of comparing the staff of the 
Rotunda Hospital, with its resident Master, with the staff of the two 
London hospitals possessing obstetrical units. They were entirely dis- 
similar. 


With regard to the remedies proposed for the admittedly imperfect 
education of the medical student he considered that the Committee had 
failed to approach the subject with a full realization of the practical diffi- 
culties which confronted the teacher in a crowded medical school in which 
the supply of cases was inadequate. It should have been pointed out that 
training in obstetrics had, in fact, improved very considerably since the 
war by the spontaneous efforts of the teachers concerned. 

One of the main recommendations of the report was that a National 
Maternity Service be established. That a closer linking up of all the 
services available was desirable was admitted by all, but he asked what 
would be the nature of the supervising authority which would be set up. 
Should it be of a bureaucratic nature with an insatiable desire for form 
filling and inspections, the result on obstetrical practice was likely to be 
disastrous. 
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The section of the report dealing with shock consisted of only a few lines 
and was entirely out of proportion to the importance of this aspect of 
obstetrics. 

Dr. T. J. HoLtins said that he was glad that there had been some 
adverse criticism of the report. In his opinion the standard of efficiency of 
general practitioners in Great Britain compared very favourably with that 
of the practitioners in any country in the world. He related his personal 
experience in London, where he had failed to gain admission, as a qualified 
practitioner, to the antenatal clinic of a teaching hospital. Very little 
improvement could be expected in the midwifery service of the country 
unless there were facilities for practitioners for postgraduate study in 
obstetrics. 

Mr. W. McK. H. McCuttaGu considered the report invaluable in show- 
ing what remained to be done in the teaching and the practice of obstetrics. 
As a direct result of the report it had been decided that in the future each 
medical student at the City of London Maternity Hospital should be 
guaranteed at least 20 cases during a residence of one month. He wished 
that the Committee had further extended its research into the cause of 
death in the 27,000 annual stillbirths. 

Mrs. IvENS-KNOWLES commended the report because it drew attention 
to the necessity for a surgically clean technique in midwifery. She thought 
that an investigation should be undertaken on the prevalence of morbidity 
which invalided so many women. She considered that obstetrical teaching 
had improved greatly during the past 12 years and that the younger 
practitioners were sending cases into hospital much earlier than formerly. 

Professor Dame LoutsE McILRoy, Miss LETITIA FAIRFIELD, Dr, LEONARD 
CoLEBROOK, Dr. KELSON Forp, and Dr. J. P. HEDLEY contributed to the 
discussion. 

Dr. Oxley, in reply, said that there had not been any discrimination in 
the selection of the cases reported. Medical Officers of Health had been 
asked to obtain reports of all deaths which would be classed by the 
Registrar-General as due to, or associated with, childbirth and they believed 
that they had obtained a fair sample of such deaths occurring throughout 
England and Wales. The Committee was well aware of the dangers of 
terrifying propaganda and had stressed that point in the report. The 
statement that in Holland anaesthetics were rarely given in uncomplicated 
cases was intended to be merely a statement of fact. A serious aspect of 
the problem seemed to be missed by those who advocated a more general 
use of anaesthetics in normal cases. The Committee was convinced that 
the best interests of the mothers would be served by an increasing employ- 
ment of midwives in normal labour and would regret such a general demand 
for anaesthesia as would interfere with the attainment of this end. It was 
to be hoped that further research would bring to light a method of relieving 
pain which could safely be used by midwives. 

Professor Strachan, in conclusion, remarked that nothing which had been 
said in the course of the discussion had modified his expressed opinion that 
the report reflected unwarrantably on British obstetrics, as was shown by 
the fact that our mortality figures, under admittedly imperfect conditions, 


were approximately the same as under the more elaborate systems of Den- 
mark and Sweden. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


At a meeting of the North of England Obstetrical and Gynaecological 
Society held at Sheffield on November 25th, 1932, Mr. CARLTON OLDFIELD, 
of Leeds, read a paper on’ 


BacCKACHE, 


Is 1r MEDICAL, SURGICAL OR GYNAECOLOGICAL ? 


After alluding to the infrequency of an adequate consideration of this 
symptom in any textbook, Mr. Oldfield referred to three important points. 
(1) The frequency with which it occurs. He had found it in 60 per cent of 
his cases. (2) The fact that backache was usually only one of several 
complaints. (3) Abnormal physical signs, such as tenderness over the spine, 
or the presence of disease of the spine as revealed by radiological examina- 
tion, were absent in many cases. 

Mr. Oldfield gave a comprehensive list of the many non-gynaecological 
causes for this condition, examples being rheumatic, toxic or constipated 
cases, or cases in which the voluntary or sympathetic nerve supply was 
affected. The patients who gave a history of an accident or of recent 
operation or confinement were in a different category. Subluxation or 
sprain of the sacro-iliac joint might be met with in these cases. The chief 
gynaecological causes, in Mr. Oldfield’s opinion, were backward displace- 
ment of the uterus and prolapse of the uterus or prolapse of the pelvic 
fioor. Cervical conditions, such as erosion, were very rarely causative 
factors. 

Mr. Ratc.irFe, of Derby, spoke of the many patients with backache in 
whom a gynaecological lesion could not be found, and, even when such a 
lesion was found, treatment of the lesion did not cure the symptom. In 
some cases the symptom could be traced back to an operation, but Mr. Rat- 
cliffe believed that the commonest cause was a combination of faulty 
posture and chronic strain, possibly aggravated by focal sepsis. 

Manipulation and exercises would often effect a cure, except in stout 
women. In these patients manipulation was difficult, but exercises and a 
support often gave relief. Many superficial conditions such as fibrositis had 
to be eliminated in diagnosis before giving such treatment, which was only 
directed to backache due to faults in the spine. Mr. Ratcliffe considered 
subluxation of the sacro-iliac joints to be rare. He refused to give ortho- 
paedic treatment until all abnormal gynaecological conditions had been 
corrected. 

Professor DouGat considered that the presence of hyperaesthesia and 
pain over the lower part of the sacrum usually indicated a pelvic cause. 
Backache is often relieved by amputation of an unhealthy cervix or operative 
treatment of prolapse. He agreed that a mobile retroflexion might cause 
backache; possibly by irritating the peritoneum. 

Dr. BRENTNALL examined patients, either sitting or standing, for evidence 
of extreme lordosis, and stated that a mobile retroflexion of the uterus 
with early prolapse might cause more symptoms than advanced prolapse. 

Professor FLETCHER SHAW found that patients with backache due to a 
gynaecological cause usually complained of a diffuse type of pain, often 
associated with chronic abdominal pain, which was unlike the orthopaedic 
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type. In a series of cases he found that the commonest gynaecological 
causes were (1) prolapse, (2) pelvic adhesions, (3) cervicitis, and (4) a 
number of cases of mobile retroflexion often associated with prolapse of 
the ovary. 

Mr. Gtyn Davies referred to the frequency of backache in soldiers after 
a route march, especially when there was a tendency to lordosis. He 
considered that the postural factor was important and that backache was 
greater after an abdominal than after a vaginal operation. The use of a 


support to the lumbo-sacral region was helpful while the patient was on 
her back. 


Mr. OLDFIELD also showed 


Two APPLICATORS FOR USE IN THE TREATMENT OF CANCER OF THE CERVIX 
WITH RapIuM. 


A cap which screwed on to the upper end of the uterine tube prevented 
this from becoming displaced from its position in the uterine cavity and the 
vaginal applicators were hinged together and their relative positions could 
be altered by means of a screw. 


Dr. J. W. Bribe, of Manchester, described a case of 


PROCIDENTIA WITH RECTAL PROLAPSE IN A WIDOW AGED 69. 


She had suffered from uterine and rectal prolapse since the birth of her 
third child 38 years ago. The vagina and perineum were repaired after the 
third confinement, but the condition recurred after the birth of the fourth 
child. Since that time she had not had control of the motions and was 
more or less confined to bed. She was stout, and her general health was 
good. 

When first seen she had procidentia with ulceration of the cervix, com- 
plete laceration of the sphincter ani and prolapse of the rectum for four 
inches. She was operated on in June, 1932. The cervix was first dilated 
and then an extensive anterior colporrhaphy with amputation of the cervix 
after Fothergill’s method was performed. The next step was colpo- 
perineorrhaphy. The prolapsed rectum was dealt with by anterior and 
posterior proctorrhaphy, the mucosa being dissected off in extensive 
triangles. 

The patient was kept in hospital for six weeks and before discharge she 
was up for a week. The perineum was well healed and there was not any 
descent of the uterus. She was able to strain at stool without prolapse of 
the rectum. The condition remains satisfactory, and the patient is able to 
move about in comfort. 

A good result was obtained in spite of the fact that the patient was old 
and that there was much scarring from the previous operation, in addition 
to the prolapse being very marked. This case provides one of the few 
exceptions to the accepted view that complete tears of the perineum are 
not usually associated with prolapsus uteri. 

The PRESIDENT had seen three cases in which the rectum had become 
separated from the posterior vaginal wall. 
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Professor DouGAL described a case similar to that of Dr. Bride. He 
removed a diamond-shaped area of posterior vaginal wall, and recurrence of 
the prolapse had not occurred three years later. 

Mr. Stacey referred to the infrequency with which complete tear of the 
perineum was associated with prolapse. He suggested that this might be 
due to the fact that patients with a complete tear of the perineum were 
kept in bed for a much longer period. 


Dr. J. W. Brive, of Manchester, showed a specimen of 
TRUE Knot OF THE UMBILICAL Corp. 


The specimen consists of the placenta and membranes and the umbilical 
cord. A true knot is seen on the cord and also a false knot. 

The patient, aged 28, was the mother of two children. She was first 
seen on May 2oth, 1930. The case was one of obstructed labour owing to 
a shoulder presentation at term with the uterus in a state of tonic con- 
traction. The child was dead and delivery was affected by version under 
deep anaesthesia. 

On February 16th, 1932, she was found to be 10 weeks’ pregnant. All 
the pelvic measurements were normal and it seemed justifiable to assure 
the husband and wife, who were not unnaturally nervous with regard to 
the issue, in view of the previous misfortune, that in all probability there 
would not be any difficulty on this occasion. 

She was seen on August 22nd, 1932, when she was 37 weeks’ pregnant, 
and to make assurance doubly sure it was suggested that a radiogram 
should be taken on September 12th, some four days before the expected 
date or delivery. The head fitted well into the pelvis, foetal movements 
were marked and the foetal heart sounds were easily heard. 

On August 31st, 1932, she had some abdominal pain; her doctor felt 
uterine contractions and thought she was in labour, although the os 
was not dilated. The patient stated that she had not felt the child move 
for 24 hours; the foetal heart was inaudible for the next two or three days. 
The labour pains passed off; in view of the fact that the child was probably 
dead and as there was not any indication for interference on the mother’s 
behalf, the only course was to await the return of labour pains. On Sep- 
tember 5th the pains again set in, and a foetus weighing six and a half 
pounds was delivered naturally, the cord being twice round the child’s 
neck. The child looked healthy, but the cuticle was peeling off the abdomen 
and legs; it had probably been dead for four or five days. 

The rarity of such knots may be appreciated from the fact that Munro 
Kerr, in his ‘‘Operative Midwifery,’’ only traces one case, and that one of 
twin cords knotted together. The case emphasizes the importance of careful 
routine auscultation of the foetal heart sounds. By carrying this out in*the 
present case, in which great importance was attached to the birth of a living 
child in view of the previous stillbirth, it was possible to warn the husband 
and to avoid any needless obstetric interference. 

Professor MILES PHILLIPS had seen a case of a true knot of the cord in 
an 18 weeks’ gestation complicated by carcinoma cervicis. He had also seen 
a true knot in the case of a patient sent for Caesarean section; the foetal 
heart was not audible and the pulseless cord was palpable vaginally. As a 
result craniotomy was performed instead of Caesarean section, 
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Mr. W. W. Kriya had seen a case recently. His patient was apparently 
normal and the foetal heart sounds were audible on admission. Delivery 
took place 24 hours later; the foetal heart sounds were present until near 
the end of the labour. 


Professor D. DouGaL showed specimens of 
FIBROIDS REMOVED DURING PREGNANCY. 


These specimens were removed from a patient aged 35 years. The 
pregnancy was her first and had advanced to the thirteenth week. She had 
had severe abdominal pain since early in the pregnancy, but this had 
improved considerably during the last month. 

On examination the abdominal tumour was found to reach the costal 
margin and was evidently made up of several large fibroids surrounding 
the pregnant uterus. As the abdomen was so large it was considered 
necessary to perform myomectomy. There would not have been room in 
the abdomen for further development of the uterus. 

At the operation three large fibroids and four smaller ones were removed. 
Of the former, one was about the size of a small melon, the other two 
about the size of cricket balls. One of these tumours was situated in front 
of the pregnant uterus, another behind, and the third at the fundus; it was 
impossible to remove them through one uterine incision. 

Two days after the operation the patient aborted incompletely, the 
foetus being passed but the placenta being left behind. The latter was 
removed manually, under anaesthesia, several hours later. The patient 
was much shocked during this operation and almost died under the 
anaesthetic. Her convalescence was stormy, but she is now doing well. 

This case is described because of its interest from two points of view— 
pathological and clinical. The pathological interest lies in the degeneration 
which all three tumours had undergone, the largest having undergone typical 
red degeneration, probably of recent date. The two others were both 
examples of the later stages of degeneration, and in one there was a cal- 
careous shell at the periphery of the tumour. 

The point of clinical interest has reference to the question of emptying 
the uterus abdominally in cases in which the operation is likely, on account 
of its severity, to be followed by abortion and the added risk of retention 
of the placenta. This patient would have done much better had an 
abdominal hysterotomy been performed at the time of the myomectomy. 


Dr. C. P. BRENTNALL showed 


A SUPPURATING FIBROID REMOVED WITH THE CORPUS UTERI, FouR MONTHS 
AFTER AN ABORTION. 


The patient was 30 years of age and the last pregnancy had progressed 
to the fifth month. There was a rise of temperature after the abortion and 
the uterus remained large and very soft. At operation the uterus reached 
to the umbilicus; peritoneal adhesions were absent. A deep incision into 
the tumour in the uterus resulted in a spurt of yellow pus and, owing to 
coubt whether this was sterile, myomectomy was not performed. The 
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sequence of events appeared to be (1) red degeneration during pregnancy, 
(2) cystic change in the necrotic area, and (3) infection occurring during 
abortion. Dr. Brentnall considered that this specimen afforded an additional 
argument in favour of myomectomy during pregnancy. 


Mr. CaRLTON OLDFIELD questioned whether there was any risk in leaving 
the placenta in utero for one or several days. 

Mr. Epwarps described a case in which a cervical fibroid was causing 
obstruction to delivery after labour lasting 24 hours with early rupture of 
the membranes. Caesarean section had to be performed, as myomectomy 
was out of the question. Hysterectomy was also carried out at the same 
time because the fibroid was adherent to the bladder and contained pus. 

Mr. W. W. KincG had performed deep myomectomy for a ruptured vein 
on the surface of a uterine fibroid during pregnancy; the patient went on 
to term. 

Professor DouGat, in replying, said he had not any personal experience 
of leaving a placenta in such a case as the one described, but that he 
understood that the risk of infection was marked. He only suggested that 


hysterectomy might have been performed in his case because the patient 
was so ill afterwards. 


Professor D. DouGAL showed 
THREE SPECIMENS OF GRANULOSA-CELL TUMOUR OF THE OVARY. 


Specimen 1 was from a patient aged 61 years and seven years past the 
menopause; she gave a history of vaginal haemorrhage for two months. 
She was a multipara; one breast had been removed 20 years ago for a 
lesion, the nature of which was unknown. 

The symptoms were indefinite—flatuience and abdominal pain. The 
signs were those of a soft globular tumour in the lower abdomen more to the 


right than to the left side, also a densely hard nodular tumour in the pouch of 
Douglas. 


The pre-operative diagnosis of a degenerating fibroid in the abdomen 
and a pedunculated fibroid in the pelvis was made. Subtotal hysterectomy 
with removal of both appendages was performed; the patient has remained 
well for seven years. 


Pathology. A tumour, the size of a foetal head, resembling a fibroma 
but partly cystic, was present in the right ovary. Microscopically this 
proved to be a folliculoma. A simple fibroma was present in the left ovary 
and a large adenomatous polypus in the uterine cavity. 

Specimen 2. The patient was a multipara aged 44, who complained of 
epimenorrhagia, a loaded feeling in the rectum when walking and a pain in 
the vagina. 

There was a hard tumour, about as large as an egg, in the pouch of 
Douglas. The uterus was normal and the diagnosis before operation was a 
fibroma or a pedunculated fibroid. Left salpingo-Gophorectomy was per- 
formed and the patient has remained well for nearly two years. 

Pathology. ‘the specimen consists of a solid tumour of the left ovary 
which proved to be separate from the remainder of the ovary and was 
histologically a folliculoma. 
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Specimen 3. This patient was a multipara of 62, and 27 years past the 
menopause. She had noticed abdominal swelling and pain for six months; 
there was a huge cystic tumour extending to the ensiform cartilage. Pan- 
hysterectomy with removal of both appendages was performed. 


Pathology. There was a huge cyst of the left ovary which was pseudo- 
mucinous in character, and also a small solid tumour of the right ovary 
which proved to be a folliculoma. The uterus was small and atrophic. 

Professor Dougal mentioned that Fothergill, in 1902, found a tumour 
lying in the pouch of Douglas and causing pressure symptoms. The patient 
was losing weight and there were signs of malignancy. The question arose 
whether true egg cells and granulosa cells were present in these tumours, 
and whether some of the tumours described were not really endotheliomata. 
Egg cells were not present in any of the specimens described, but typical 
granulosa cells were present in two of the cases, while the other, that in the 
patient of 44, although doubtful, was strongly suggestive of a similar 
condition. 

Mr. Jerrcoate, of Liverpool, asked whether the clear ova-like spaces 
described were really ova, or collections of secretion, probably oestrin, 
which would cause the hyperplastic state of the endometrium and the 
bleeding. He also discussed the possible origin of the neoplasm, either in 
the adult follicle, or in rests in the ovary, as suggested by Meyer. 

Professor Dougal. in reply, said that while menstruation did apparently 
recur after the menopause in this condition, the bleeding in his first case 
was due to a polypus. 


Mr. J. CHISHOLM read a paper on 


IKRUKENBERG’S ‘TUMOURS. 


Krukenberg, in 1896, described malignant bilateral ovarian tumours of 
slow growth, causing general and symmetrical enlargement of the ovaries 
while preserving the general regularity of their contour. They were usually 
free from adhesions and ascites was frequently present. From histological 
examination he called the tumours fibrosarcomata ovarii muco-cellulare 
carcinomatodes. 

Histologically the most distinctive features were (1) an abundant con- 
nective tissue stroma; (2) the presence in this stroma of isolated or grouped, 
round or oval, cells of the mucoid type with a peripherally situated nucleus, 
usually termed signet ring cells. 

Many tumours of the ovary have been described in the literature since 
1896 and called Krukenberg tumours, but those now shown conform more 
closely to the original description of Krukenberg than a large number 
previously described. These tumours were originally described as sarco- 
matous, and it is only within recent years that they have been considered 
carcinomatous, and shown to be almost invariably secondary to carcinoma 
of the gastro-intestinal tract, the stomach being the site of the primary 
growth in the majority of cases. In discussing the way in which the ovaries 
derive their metastases Bourg and Cordier, who described a case in 1928, 
dismiss the possibility of blood-stream metastasis and consider dropping of 
cancer cells through the peritoneal cavity to be unlikely. They hold that 
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the growth spreads from the stomach to the ovaries by the lymphatic 
channels, a retrograde lymphatic flow, and not by direct implantation 
across the peritoneal cavity as had been suggested. They support this 
contention by pointing out (1) that the surface of the ovary is always 
respected by the growth, (2) the ease with which these tumours spread by 
lymphatics, and (3) the fact that there is not any reason why the ovaries 
should be specially selected by the cancer cells as they drop through the 
peritoneal cavity. 


The blood-stream may be the means by which metastases have been 
conveyed to the ovaries, at least in the case to be described, and the 
reasons for this suggestion are (1) that the tumours are bilateral, (2) that the 
enlargement is symmetrical and preserves the genera! contour of the ovary, 
(3} that the tumours are free from adhesions, (4) that they were known to 
be present for only eight or nine months, (5) the enormous changes shown 
to be present in the blood in the present case, and (6) the evidence of 
multiple metastases in the bone marrow in a section of humerus obtained 
at post-mortem examination. 


Mrs. M., who was aged 33 and had been married for 12 years had had 
one pregnancy resulting in spontaneous labour 11 years ago. From Sep- 
tember, 1931, to January, 1932, the menstrual loss was irregular, occurring 
at less than fortnightly intervals. From January, 1932, she had had 
amenorrhoca. 


When first seen on September 5th, she stated that she had noticed 
irregular attacks of vomiting and pain in the lower abdomen during only 
the past two months. Later, on admission to hospital, she gave a history 


ol having had vomiting for seven months, which had become worse in the 
preceding two months. She said she had lost a stone in weight in the last 
two months, but she appeared healthy and fairly well nourished. 

Vomiting apparently did not suggest any clinical features pointing to a 
lesion of the stomach or small intestine, and on examination the upper 
abdomen was normal; a rounded hard tumour was found in each iliac fossa; 
that on the right was larger than that on the left, and measured. four 
inches in diameter. The tumours were tender, apparently movable, and 
did not appear to be attached to the uterus. There was not any sign of 
free fluid in the peritoneal cavity. 

She was admitted to the Jessop Hospital and iaparotomy was carried 
out on September 15th. At operation the specimen shown was obtained. 

The ovarian tumours were hard, firm and free from adhesions; they were 
thought to be ovarian fibromata. Ascites was not present. They were not 
cut at this time. The uterus was not enlarged and supravaginal hyster- 
ectomy with removal of both tumours was not difficult. Had the upper 
abdomen been examined, the fact that they were metastases from a 
malignant growth in the upper abdomen would have been evident. 

The patient made a satisfactory recovery from the operation, without 
fever or other disturbing symptoms, although she vomited from time to time. 

The pathological report is as follows :— 

‘Both ovaries are markedly enlarged. The left measures approximately 
6” x4” x2'4”, the right 5”x3”x2!,”. They retain fairly accurately the 
normal ovarian shape. They feel hard on palpation. 

“The cut surface of the left ovary shows white tumour tissue with some 
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gelatinous areas near the margin. It is hard except at these gelatinous parts. 
The tumour is traversed by strands of blood-stained fibrous tissue carrying 
blood-vessels. 

“The right ovary is similar but not blood-stained, the fibrous tissue 
here shows as shining white strands. 

“Histologically the sections contain secondary carcinoma with typical 
signet ring cells.”’ 

As the histological examination of the tumours showed typical signet 
ring cells and at once suggested the presence of carcinoma of the stomach, 
arrangements were made for the transference of the patient to the Sheffield 
Royal Hospital to have X-ray and other investigations carried out on the 
stomach. She went home for a few days while awaiting admission, where 
ker condition became worse. 

She was admitted to the Royal Hospital on October 8th. Her condition 
was bad; she had bleeding into the stomach and bowel. X-ray examination 
was not possible. She was so weak on the third day after admission that 
blood transfusion was carried out, but she never really rallied and became 
weaker daily, blood being always present in the vomitus. She died 10 days 
after operation. 

The blood count, soon after admission to the Royal Hospital was: R.B.C., 
1,100,000; Hbgm., less than 20 per cent; colour-index, less than one. White 
cells, 15,100. 

Films. Many nucleated red blood-corpuscles, cells showing diffuse and 
punctuate basophilia and of irregular size and shape, are seen. 

The blood picture is that of an anaemia of advanced type in which many 
embryonic cells are present. 

A post-mortem examination showed that peritonitis was not present. 

The stomach had an ulcer, the size of a five-shilling piece, one inch from 
the pylorus on the lesser curvature, its edges being heaped up and 
serpiginous. The stomach wall between the ulcer and the cardiac end was 
much infiltrated with growth and there were a few protruding nodules. A 
section of the ulcer shows diffuse infiltration of the submucosa and muscular 
coats with very irregular cancer cells, and little tendency to mucoid 
degeneration. Large masses of glands were present along the lesser curva- 
ture of the stomach, at the head of the pancreas, and alongside the aorta 
as far as its bifurcation. The liver, gall-bladder, spleen, pancreas, adrenals 
and urinary organs were normal. The bone marrow of the upper half of 
the right humerus was examined. The bone marrow was infiltrated with 
secondary growth, and, on microscopical examination, many of the cells 
showed mucoid degeneration with the typical signet ring appearance. 

The case appears to be of interest because of (1) its rarity, (2) the youth 
ot the patient, who was aged 33, (3) the apparent benign nature of the 
tumours at operation, (4) the possibility of the blood-stream being the 
channel of the metastases in the ovaries, and (5) the hopelessness of the 
prognosis. 

Mr. W. W. KING questioned whether the condition of Krukenberg’s 
tumour was always secondary to gastric cancer. 

Mr. MiLes PHILLIPS mentioned the case of a patient upon whom excision 
oi the greater part of the stomach had been performed in 1920. Three years 
later a large tumour was found in the lower abdomen which proved to 
consist of the left appendage and uterus. Typical Krukenberg tumours 


376 


fi 
i 
h 
. 


REPORTS OF SOCIETIES 


were removed, there being no evidence of growth in the upper abdomen. 
The patient died six years later of secondary peritoneal metastases. 

Professor FLETCHER SHAW referred to the case in which, during post- 
mortem examination of a woman who died of cancer of the stomach, 
deposits of cancer cells were found in the lymphatics in the muscular wall 
of the uterus and within the substance of the ovary. 


At a meeting of the Society held at Manchester on 15th December, 1932, 
the Presidential Address on 
CAESAREAN SECTION 


was given by Dr. F. H. Lacey. 
This address will be reported among the original articles in a subsequent 
number of the Journal of Obstetrics and Gynaecology of the British Empire. 


Mr. N. L. Epwarps, of Derby, showed 


A Uterus REMOVED BY SUBTOTAL HYSTERECTOMY WITH PREGNANCY IN THE 
INTERSTITIAL PORTION OF THE RIGHT FALLOPIAN TUBE. 


The patient was aged 36 and the mother of two children; she complained 
of amenorrhoea for two months, followed by intermittent brisk haemorrhage 
for a month, but she did not have any pain. Breast changes were present. 
Bimanual examination revealed a swelling attached to the uterus, which 
was thought to be a tubal pregnancy. Laparotomy showed the true state 
of affairs, for which subtotal hysterectomy was the only satisfactory 


treatment. 


Professor MILEs PuHILLirs described a similar case. The patient was 
pregnant for the first time, so he excised the gestation sac and repaired the 
uterus. She subsequently had two normal confinements. 

Dr. WILLEtT described a case of a ruptured ectopic sac in the stump of 
a Fallopian tube left after salpingectomy for a previous tubal gestation. 

Professor LEYLAND Rosinson had seen a case of ruptured interstitial 
pregnancy. He sutured the sac and the patient had subsequent normal 
plegnancies. 

Mr. A. A. GouGH also mentioned a case. 


Mr. J. W. Brive showed a specimen of 
BILATERAL MASSIVE PYOSALPINGES. 


The specimen consists of bilateral pyosalpinges removed with the uterus. 
They are of interest on account of their size, the left possibly constituting a 
record. The left mass is really a tubo-ovarian abscess. The Fallopian tube 
measures 7” x 4” x3'.”. The right Fallopian tube measures 5';” x 2” 
The weight of the specimen is three pounds. As it is proposed to mount 
the specimen for the museum a thorough bacteriological examination has 
not been made, but from sections of one or two surface nodules there is not 
any evidence of tuberculosis. 

The patient, Mrs. V. K., aged 24 years, had been married four months 
and was nulliparous. She was a thin girl with a hectic colour, but signs of 
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tuberculosis were not found in the chest, glands or elsewhere. She gave a 
good medical history. She complained of aching pain in the hypogastrium 
for 12 months, which had been worse on the right side for the past month. 

Menstruation began at 14 years and had always been regular (,!.); 
she did not suffer from dysmenorrhoea. A history of a vaginal discharge 
was not obtained and a discharge was not found on examination. The 
actions of the bowel and bladder were normal. 

On examination of the abdomen a tender mass, freely movable, could be 
felt extending to the right of the umbilicus. On vaginal examination a 
large cystic mass occupying the pouch of Douglas was felt behind the small 
anteflexed uterus. A diagnosis of bilateral ovarian cysts was made and the 
patient was told that both ovaries would have to be removed. On 
November gth, 1932, the abdomen was opened and the right pyosalpinx 
found to be free from any adhesions and extending up to the umbilicus. 
The left pyosalpinx was readily delivered from the pouch of Douglas after 
the division of a few adhesions to the back of the uterus. On removal the 
pedicle of the right one showed a twist, which probably accounted for the 
recent attack of pain in the right side for which the patient sought relief. 
Subtotal hysterectomy with removal of both Fallopian tubes and both 
ovaries was performed; the patient made a good recovery. 

The condition is apparently one of sub-acute gonococcal salpingitis. The 
great size of one mass and the absence of constitutional symptoms make it 
appear to have been a gradual infective process, of fairly recent standing 
on account of the absence of adhesions. 

It might be asked whether in a young newly married woman of 24 years 
some conservative method of treatment might not have been performed. 
All surgeons are familiar with the remarkable manner in which gonococcal 
tubo-ovarian swellings resolve, but it would be impossible for these to have 
done so. 

The PRESIDENT referred to the remarkable way in which pyosalpinges 
did’ settle down. 

Doctors MILES PHILLIPS, WILLETT and GEMMELL suggested further 
investigation for evidence of tuberculosis, which diagnosis they favoured. 


Mr. C. P. BRENTNALL described 
Two CASES OF INVERSION OF THE UTERUS. 


The two cases occurred within a short time of each other; the totally 
different clinical phenomena appear worthy of record. 

Each patient was a primipara in the early twenties. In the first patient 
labour was terminated by low and easy forceps delivery. The third stage 
was not hurried, and the patient was comfortable when left by the doctor 
and nurse. She was discovered some three hours later lying on the floor 
in a state of extreme shock. The only other occupant of the house at the 
time was the deaf and aged mother of the patient. There is not any doubt 
that the latter rose out of bed to attract her mother’s attention, but it is a 
question whether the inversion of the uterus was the cause or the result of 
her action; probably the inversion occurred before she left her bed. The 
patient herself remembers nothing of the incident. 

The shock was treated with morphia, heat and the intravenous administra- 
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tion of saline solution; three days later the uterus was returned to its 
normal position under anaesthesia. Fothergill has pointed out that the 
inversion may be corrected by one of two manipulations; for re-inversion, 
as he calls it, may begin either at the fundus or at the cervix. In this 
case the last part of the uterus to pass through the cervix was the fundus, 
and this was manoeuvred through without much difficulty by pushing one 
cornu inwards, a movement of lateral flexion. She made an uneventful 
recovery. 

The second patient walked into the out-patient department one morning 
with a note stating that three weeks and one day previously she had a 
normal delivery. The puerperium was uneventful, and she was discharged 
on the tenth day. She reported, as is the routine, at the end of three 
weeks at the post-natal clinic, and complete inversion of the uterus was 
discovered. The patient was questioned closely, but denied that she was ill 
at any time after delivery. The only abnormalities which she mentioned 
were, first, that the afterbirth was ‘‘fast,’’ and the nurses appear to have 
used considerable force to express it, and, secondly, that there was retention 
of urine on the day after delivery. The uterus was returned to its normal 
position without trouble by Aveling’s repositor. 

There appear to be two schools of thought about the aetiology of the 
condition: some authorities consider that the majority of cases of inversion 
are spontaneous, and others that most cases are due to violence. There are 
three facts which may be stated definitely. (1) About half the patients are 
primiparae. (2) The insertion of the placenta has been at the fundus in 
most of the cases in which the insertion is mentioned. (3) In the majority of 
cases there is a history of Crede’s manoeuvre having been used with con- 
siderable vigour. The almost universal use of violence during the third 
stage by midwives somewhat discounts the value of the last observation. 
To invert a normal uterus by pressure on the fundus appears almost im- 
possible, and there must be some other factor. Not infrequently during a 
Caesarean operation after closure of the uterine incision a groove can be 
seen running from before backwards over the fundus, and in extreme cases 
the uterus becomes heart-shaped. It is possible that owing to some 
abnormality of the fusion of the Miillerian ducts this condition may be 
exaggerated and may be the beginning of the process of inversion. This 
seems a more likely cause than those offered by the usual theories, such as 
thinness of the uterine wall, a patulous cervical canal, intra-abdominal 
pressure, and the weight of intestines. 

The two cases are also of interest as they illustrate one other well-known 
fact, namely that shock may be extreme or it may be absent. Professor 
Miles Phillips analysed a large number of recorded cases, and in thes: 
about 1o per cent of the patients died rapidly without treatment. On the 
other hand, 36 per cent were left unreduced and undiagnosed, probably 
suffering little from shock. It is easy to explain the presence of shock, but 
difficult to offer any explanation of its absence. 

The PRESIDENT thought that mismanagement or straining accounted for 
most cases of inversion and mentioned the suggested use of a rubber band 
to check haemorrhage. 

Professor MILes PHILLIPS, of Sheffield, was convinced that 10 per cent 
of cases occurred spontaneously in primiparae, there not being any mis- 
management except that the patient was not stopped from bearing down 
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during the third stage. He was unable to account for the absence of shock, 
which might, when present, be due to pressure on the cervical ganglia. 

Mr. Davis, of Manchester, thought that shock was due to varying 
degrees of tension affecting the so-called paracervical ganglia. 

Mr. J. St. GEoRGE WiLson, of Liverpool, mentioned four cases, one of 
which was acute; the patient died in six hours. The shock in this case was 
apparently due to traction on the infundibulo-pelvic ligaments. One of the 
other cases was a chronic inversion of 13 years’ standing. This was 
corrected by the use of King’s modification of Aveling’s repositor. 

Mr. W. W. Kina, of Sheffield, described a case of spontaneous inversion 
following delivery by the forceps. The patient was thought to have a 
ruptured uterus and the fundus was near the umbilicus. The patient died 
and a post-mortem examination revealed inversion with the fundus in the 
vagina. This condition was thought to be due to vomiting, as it was not 
present when Mr. King examined her after delivery of the placenta. 

_ Professor FLETCHER SHaw, of Manchester, described a case of complete 
iuversion, in which the shock was first treated and the uterus replaced later. 
This patient was subsequently reported to have died of intestinal obstruc- 
tion, the small gut being adherent to the fundus. 


Professor D. DouGaL, of Manchester, described 


As UnusuaL ForEIGN Bopy. 


He had operated on a patient for ovarian cyst and prolapse. She made 
a good recovery and was well for two months, but then was reported to 
have pain in the perineum and the left leg. A small sinus was present in 
the perineum and this was surrounded by an area of tenderness. A piece of 
catgut was removed, and a few days later a small piece of wood was passed. 
Two weeks later the patient was as bad as ever and was reported to have 
passed another small piece of wood, while the nurse removed some cotton 
wool from the wound. Only granulation tissue was found in the suture line 
when she was examined under anaesthesia. 

Professor Dougal mentioned that the sharp pieces of wood occurred from 
time to time in wood wool, and he produced pieces found in diapers similar 
to those passed by the patient. 


EDINBURGH OBSTETRICAL SOCIETY. 


At the mecting of the Edinburgh Obstetrical Society held on Wednesday, 
gth November, 1932, Dr. JAMES YouNG delivered his Presidential Address on 


THE Mrpicat SCHOOLS AND THE NATION'S HEALTH 


He said that we hear much, in these days, of the great part which the 
practitioner was destined to play in the preventive medicine of the future; 
but we might ask if we had given sufficient attention to the principles 
which were to guide our schools in the training of its pupils for this high 
service, It was important to recognize that the great hygienic movements 
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of the nineteenth century, from which the new spirit drew its inspiration, 
owed little of their origin to the medical schools. The progress in racial 
health which marked the past century owed much to improved education, to 
the raising of the standards of life, and to scientific and medical discoveries, 
but the vision and the creative energy behind it resided, in the main, in 
our public men and our public corporations, and not in organized medicine. 
There was not a more eloquent sign of the inability of the medical schools, 
as at present organized, to exercise creative leadership in these matters, or 
even to accommodate the ideals of preventive hygiene, than the nature of 
the reception which some of the more recent health movements had 
received at their hands. The protection of child life and child welfare owed 
their genesis to a social conscience stirred by the amount of ill-health 
revealed in school children when, consequent upon the enactment of com- 
pulsion in education, they first came under the organized supervision of 
the community. This movement had grown to be national before it had 
created a ripple on the surface of organized medical opinion. It was only 
as recently as 1923 that, out of deference to this strong social conviction, 
the General Medical Council added the subject of infant hygiene to its 
recommendations, and, even now, the medical schools made only very 
inadequate provision for the teaching of this subject. The attitude of the 
schools towards that world-wide movement for the protection of mother- 
hood was equally significant. In the past the teaching of midwifery in the 
schools was extremely bad, and even now many schools had not yet found 
it possible to make provision for the bare requirements. 

As a further example of this same irresponsiveness to big preventive 
ideals, we might take the subject of nutrition, that most pervasive of all 
the factors of health. Where in our schools did we find it expounded with 
the completeness which it deserved? The part it played in the uetermina- 
tion of the health and growth of the individual from the intra-uterine period 
onwards throughout life, its influence on the industrial and social welfare 
of the race; to these and kindred subjects the student's mind had never 
been directed because, to their teachers, committed by the necessities of 
their calling to an overwhelming concern with disease, the chief interest of 
nutrition arose from the manner in which it contributed to the production 
of such conditions as obesity, diabetes, and so on. 


Dr. Young asked where in our schools organized for the study of 
Disease we could find a place for the gospel of Health. It would be hard 
to expect the professors of medicine and surgery to adjust themselves to the 
role of hygienists, for were they not the completed product of the schools of 
disease, and, if we thrust on their shoulders this new burden, as some with 
more enthusiasm than a sense of fitness had urged, where should we have 
them begin and how would they proceed? We had only to reflect a 
moment to realize how increasingly pledged medical thought and tendency 
had become within recent years to a pre-occupation with disease, for with 
the rapid growth of specialism had they not unleased a new host of ardent 
seekers in the field of the morbid?) This movement had tended to establish 
the specialisms in a place of primary authority when their function should 
be contributory and ancillary. The danger was that in our admiration for 
the precision of their knowledge and the manipulative skill of their 
exponents we should forget the relative and topical character of their 
contribution. The supreme task of the next generation, alike in the interest 
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of health ideals and of curative medicine, was the creation of a body of 
well-trained practitioners to whom would be handed back the authority, 
often usurped by those who were ill-equipped to exercise it with judgment 
and skill. We had to recognize that the approach to health was not 
through a study of disease. The exponents of disease, in their attempts at 
preventive medicine, searched backwards from the morbid for a causation, 
which often became more and more obscure the more intensely the search 
was pursued. We had professors of disease; we must have professors of 
health to inspire the new generations of doctors and, through them, the 
public with the supreme importance of nutrition, the health of the workers, 
housing and industrial fatigue. The profession must be more concerned 
with large matters of economic and social welfare and less with the bottle 
of medicine and the advice felt to be futile before it was given. 


A meeting of the Society was held on 14th December, 1932, with the 
President, Dr. JAMES YOUNG, in the Chair. 


A paper was read by Professor Munro KERR and Dr. W. G. Mackay on 


THE DIAGNOSIS OF PLACENTA PRAEVIA, WITH SPECIAL REFERENCE TO THE 
EMPLOYMENT OF X-RAYS FOR THIS PURPOSE. 


Professor Munro Kerr introduced the subject by referring to the high 
percentage of maternal deaths due to placenta praevia, and stated that in 
order to maintain a low maternal death-rate it was of the highest importance 
that the most suitable method of treatment should be selected for each 
individual case. He referred to the great difficulty of diagnosing not only 
the variety of placenta praevia but also the difficulty of differentiating 
between placenta praevia and accidental haemorrhage. He _ referred to 
various methods of diagnostic value, but. showed that even by applying all 
these methods the diagnosis was often doubtful. He therefore considered 
any method of diagnosis which would not only differentiate placenta praevia 
from accidental haemorrhage, but would also show which variety of placenta 
praevia was present would be of the greatest value, and he called upon 
Dr. Mackay to demonstrate a method which they had investigated together. 

Dr. Mackay gave, in the first place, a short résumé of previous investiga - 
tions which had been carried out in order to determine the position of the 
placenta in the uterus, and came to the conclusion that the only one up to 
the present which had been at all satisfactory was that of Manees, Mille: 
and Holly, who had injected strontium iodide into the amniotic sac of 
pregnant women. The placenta, which projected into the cavity, pro- 
duced a defect at the edge of the shadow when the uterus was pictured from 
the correct angle. Professor Munro Kerr and Dr. Mackay had tried this 
method on 10 patients, but as the foetus had died in three cases it was 
given up and uroselectan B, which is neither toxic nor irritant, was substi- 
tuted for strontium iodide. Twenty cubic centimetres of this substance 
were found to produce a suitable shadow, and in 10 cases in which the 
procedure was carried out untoward cffects did not occur either to the 
foetus or to the mother, although there is not any doubt that the injection 
had a great tendency to terminate pregnancy. The technique of the 
operation was then described fully, and the question of taking at least two 
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radiograms, one postero-anterior and the other lateral, was insisted upon 
sc as to be sure of obtaining a full view of the indent made by the placenta. 
In doubtful cases lateral radiograms had to be taken as well. He then 
showed a number of radiograms on the screen which demonstrated the 
position of the placenta in normal cases and in cases of placenta praevia, 
when it could be ascertained exactly how much of the placenta was attached 
to the lower uterine segment and covering the os. Dr. Mackay then 
explained various errors which had to be excluded such as gas in the 
bowel and the presence of two gestation sacs. He also showed how X-rays 
could, in certain cases, diagnose the sex of the child, and also if any coils 
of cord were round the child’s neck. 


The second paper was read by Dr. J. B. Krixc on 
SoME ASPECTS OF RADIOTHERAPY IN RELATION TO GYNAECOLOGY. 


Dr. King, in the first place, described the question of radiotherapy in its 
relation to cancer of the cervix and explained the principal methods of 
application. He also reviewed statistics from various continental sources and 
compared them with those of Mr. Victor Bonney for operation in such cases. 
It was Dr. King’s opinion that the problem of the treatment of the primary 
lesion was solved and that the minor variations of technique now used in 
different clinics did not matter greatly so long as the cervix received about 
4,000 Or 5,000 mg. hr. suitably filtered; but it was the treatment of the 
parametrium and the involvement of glands that had still to be investigated 
thoroughly in order to improve the mortality-rate, which was, even in the 
best statistics, about 51 per cent in early cases. 

Dr. King considered that the only line along which this problem could be 
attacked was by X-ray therapy, and it was certain that the highest per- 
centage of cures had arisen in the clinics where X-rays had been used as an 
adjunct to radium. Dr. King mentioned that 400,000 volts, which was 
almost double the dose now available. would soon be a possible dose, and 
he thought that with this dose the pelvis could be irradiated very com- 
pletely. The radium bomb might also be of use for this purpose. 

There was not any danger of carrying out radium or X-ray treatment 
immediately after each other for cases of uterine carcinoma, and he con- 
sidered that the so-called X-ray sickness, due to intensive radiation, was a 
thing of the past and did not occur with present-day methods. He then 
discussed the question of radiotherapy for carcinoma of the body of the 
uterus and carcinoma of the ovary. He concluded that, although radium 
might be of use in the former disease, it was not likely to be of any avail 
in the latter. The question of radiotherapy for fibroids was then advanced, 
and Dr. King mentioned several advantages of radiotherapy over operation 
in such cases. Sterilization and the treatment of functional menorrhagia 
by radiotherapy were also touched upon, and the suitability of X-rays and 
radium in such cases was discussed. Dr. King did not believe in the cure 
of amenorrhoea by so-called stimulating doses ot X-rays to the ovaries, as 
he did not consider such action was caused by radiation. He thought that 
these cases were probably due to a destruction of persistent cystic follicles 
rather than to any stimulation of the ovarian secretion. 


Finally, he referred to the treatment of some cases of menorrhagia 
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associated with symptoms of hyperthyroidism which had improved very 
markedly by radiation of the thyroid gland. 


A meeting of the Society was held on 11th January, 1933, with the 
President, Dr. JAMES YouNnG, in the Chair. 


Professor JOHNSTONE read a short paper on 


HAEMANGIO-LYMPHANGIOMA OF THE NECK OF A CHILD CAUSING DELAY IN 
LABOUR. 


He first discussed the literature on swellings of the neck in the child, 
and went into some detail regarding the presence of goitre at birth, the 
cases having all been described at previous meetings of the Society. Pro- 
fessor Johnstone pointed out that, from the obstetrical point of view, 
tumours of the neck large enough to cause delay in labour were rare, and 
Ballantyne had shown that in 327 morbid antenatal conditions only one 
was a cystic hygroma. Professor Johnstone stated that his case was the 
only one which had occurred in the Royal Maternity Hospital since 1goo, 
during which time probably some 50,000 women had been delivered. 

The child was born from a healthy woman who had previously had two 
living children at term, after which three abortions had occurred. She did 
not have any morbid symptoms with this pregnancy, and the presentation 
was a right occipito-anterior. The first stage of labour was prolonged, 
lasting for 17 hours, and it was not until five hours later that the vertex 
was visible at the vulva. Owing to delay it was decided to deliver the 
child by the forceps; there was great difficulty in delivery, the cause of 
which was found to be a large semi-cystic tumour between the mandible 
and the chest. The mother made an uneventful recovery, but there was 
some difficulty in feeding the child, since it was unable to suckle. In spite 
of constant attention the child lost weight steadily, while the tumour was 
obviously increasing in size and infiltrating the floor of the mouth. Professor 
Fraser saw the child and decided to operate, although had the child been 
gaining in weight and the tumour not increasing, he would have postponed 
operation for three months. 


Dr. J. M. Rosson read a paper on 


SOME OF THE FaAcTORS RESPONSIBLE FOR CONTROLLING THE ACTIVITY OF 
THE UTERUS, ESPECIALLY THOSE CONTROLLING THE ACTIVITY OF THE 
UTERINE Muscle DuRING PREGNANCY. 


The normal physiological alterations in the uterine reactions to oxytocin 
and vaso-pressin in the rabbit and the human subject during the various 
phases of the sex cycle were first discussed, the data being largely based on 
experiments performed on uterine strips im vitro. 

In the rabbit normal gestation, which lasts about 30 days, was divided 
into three stages. (1) In the first stage, which lasts for about 16 days, 
neither oxytocin nor vaso-pressin caused any contraction of the uterine 
muscle. The addition of pituitrin might, indeed, cause inhibition of the 
thythmic movements and relaxation, this effect being especially due to 
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vaso-pressin. (2) In the second stage, which lasts for a varying period after 
the first, an anomalous condition was observed in that vaso-pressin caused 
contraction of the uterine muscle, while oxytocin did not have any effect. 
(3) In the third stage, whick marks the terminal part of pregnancy, the 
reaction to oxytocin returned, and gradually increased, till finally the 
reactivity became extremely marked during parturition. 

During the puerperium the reactivity of the muscle to oxytocin rapidly 
decreased: parturition, therefore, marked the apical point in the reactivity 
of the uterine muscle. 


Similar experiments were performed on human uterine strips, removed 
during operations at various stages of pregnancy. Specimens earlier than 
three monthe were not obtained. During the early stages of pregnancy, 
i.e. from the third to the fifth month, oxytocin did not have any effect on the 
uterine strips, while vaso-pressin caused contraction. Later on the activity 
of oxytocin again returned and gradually increased during the later stages 
of gestation. At parturition the reactivity was of the same order as that 
observed in the rabbit’s uterus at the same stage. 

In several experiments the reactivity of strips removed from the lower 
uterine segment during parturition was determined and found to be signifi- 
cantly less than that of similar strips removed from the body of the uterus 
during labour. 


In the second part of the paper an attempt was made to elucidate the 
hormonic basis of these muscular changes. The corpus luteum seemed to 
play an important part in determining the absence of muscular reactivity 
during the earlier stages of pregnancy. It appeared possible that the corpus 
luteum secretes a specific hormone, an inhibitory hormone, which acts on 
the uterine muscle, and which is different from the progestational hormone, 
acting on the endometrium. The experimental basis for this suggestion 
was discussed. The actions of the corpus luteum on both the endometrium 
and the muscle did not occur unless sufficient quantities of oestrin were 
present, but under certain experimental conditions it was possible to obtain 
the full progestational effect on the endometrium without any inhibitory 
action on the muscle. The injection of oestrin in such cases was followed 
by full inhibition of the muscular reactivity. This suggested that for the 
action of the corpus luteum on the muscle more oestrin must be present 
than is necessary for the development of the endometrial reaction. The 
possible significance of this phenomenon was discussed. 


According to Dr. Robson the inhibitory action of the corpus luteum 
could scarcely be regarded as a satisfactory explanation for the maintenance 
of pregnancy and onset of parturition, since it had been definitely shown 
that, in the human subject, normal gestation can occur after the removal of 
both ovaries. Moreover, placentae removed during gestation did not contain 
hormones from the corpus luteum. The fact that the uterine reactivity 
rapidly decreases after parturition would suggest that the high reactivity 
during labour was brought about by an active factor. It had been found 
that the injection of crystalline oestrin (B.D.H.) into ovariectomized rabbits 
very markedly increased the reactivity of the uterine muscle, which in 
some experiments became equivalent to the reactivity observed at parturi- 
tion. If it be accepted, therefore, that the posterior pituitary lobe hormone 
plays a part in parturition, then it seems very likely that oestrin is, to 
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some extent at least, responsible for building up that reactivity of the 
uterine muscle, which culminates in parturition. 


A short paper was then read by Dr. FauMy, in which he gave a 
record of 


Two Cases EXEMPLYFYING THE RISKS ATTACHED TO THE OPERATION OF 
CURETTAGE OF THE UTERUS. 


Dr. Fahmy first discussed the types of case in which perforation of the 
uterus was most liable to occur and stated that even though the greatest 
care was exercised by the operator, who, with careful forethought, might 
have anticipated some such difficulty, perforation sometimes occurred. He 
then described two such cases in which the rupture was due to the reopen- 
ing, by the dilatation, of an old tear of the cervix in parous women. He 
pointed out that the vaginal cervix might, or might not, show a visible 
tear, and there might not be a sign of such a tear in the vaginal fornix. 
Two cases for which immediate hysterectomy had had to be done were 
described in detail. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, November 
18th, 1932, the President, Dr. G. TIERNFY, was in the Chair. 


Dr. N. Mcl. FarKINER read a paper on 


A STUDY OF THE STRUCTURE AND VASCULAR CONDITIONS OF THE HUMAN 
Corpus LUTEUM IN THE MENSTRUAL CYCLE AND IN PREGNANCY. 


This communication was based on the study of a series of corpora lutea 
obtained at various stages of the menstrual cycle and during pregnancy. 
' Seven corpora lutea of this series were described in detail, three of which 
were obtained at hysterectomy during the menstrual period. The material 
was carefully collected and presented a well stained and well preserved 
series for histological study. The specimens were demonstrated by means 
of the epidiascope, and drawings were also shown to illustrate particulars 
of the vascular structure and the presence and significance of haemorrhage 
in some of the corpora lutea. The conclusions reached included the 
. That sini occurs in the ovary at two different stages of the 

weanund cycle. (a) In the follicle at the time of rupture: the amount of 
bleeding is variable; its occurrence is doubted by many authors, (b) In the 
corpus luteum at, or about, the time of the onset of the menstrual flow; 
this haemorrhage is generalized throughout the terminal capillaries of the 
luteal tissue, where they are bordering the central cavity of the corpus 
luteum. 

2. That when haemorrhage occurs in the corpus luteum it marks the end 
of its career as a gland of internal secretion. 
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3. That when pregnancy supervenes haemorrhage does not occur and 
the corpus luteum persists as an active structure. 

4. That the recognition of contemporaneous haemorrhage in the corpus 
luteum and in the endometrium at the onset of menstruation supports 
Hartman’s work on the anterior lobe of the pituitary body. 

Dr. R. M. Corset said that this communication was most important, as 
it confirmed the work of Hartman and carried the theory a step further. 
It seemed to show that the bleeding of menstruation was secondary to, 
and perhaps only incidental to, the haemorrhage into the corpus luteum, 
the primary factor being the destruction of the corpus luteum, as a gland 
of internal secretion by some outside agent. 

What caused the corpus luteum to persist? The evidence adduced from 
cases of ovarian pregnancy, particularly Gilmore’s case and Statham’s case, 
shows that the stimulus must come from the ovum, probably the tropho- 
blast. He asked if Dr. Falkiner considered that the ovum, before being 
embedded, could have any influence on the corpus luteum? 

Protessor A. H. Davipson drew attention to the fact that Dr. Falkiner 
stressed the simultaneous occurrence of haemorrhage in the corpus luteum 
and in the endometrium, and said that this seemed to him to support the 
recent evidence that the ideas which had formerly been held regarding 
uterine haemorrhage were wrong. He thought that it was necessary to 
realize that the origin of menopausal bleeding was in the ovary, and that 
changes in the corpus luteum were very often the cause of abortion and 
threatened abortion. He felt that most of the corpus luteum preparations 
which were in use at present were futile. These extracts were not from 
pregnant animals, and, therefore, he felt that they could have very little 
effect on the human female. Referring to the preparation called ‘‘Antuitrin 
S’’ he asked why it should have any effect in stopping abortion or mis- 
carriage when the corpus luteum was already dead. He personally had 
found this preparation of value in producing menstruation in amenorrhoeic 
girls, but had not found it of any value in abortion. 

Dr. D. J. CANNon said he did not think that haemorrhage of the corpus 
luteum was simultaneous with the haemorrhage of menstruation. It was 
very difficult in some cases to account for pathological haemorrhage, and it 
was also difficult to know what was the aetiology of follicular haematomata. 
Some observers stated that these haemorrhages were purely passive, but it 
had been proved that the excessive use of folliculin produced haematomata. 
He considered that the haemorrhage which occurred in the corpus luteum 
was very different from that which occurred during menstruation. He felt 
that one of the most important things to be remembered was that the 
corpus luteum was necessary for the continuance of pregnancy. In all 
animals the partial removal of the pituitary gland had always produced 
abortion, and this showed that this gland also was necessary for pregnancy. 
He thought that the former conception of fibrosis uteri could not now be 
entertained, as clinical and experimental evidence seemed to have entirely 
disprove it. 

Professor J. BRONTE GATENBY showed a series of lantern slides. He 
referred to the efficacy of corpus luteum extracts, and said that it should 
be remembered that after it is formed, the corpus luteum is a cytologically 
perfect one. The corpus luteum of pregnancy is really no more perfect 
than that of menstruation. He drew attention to the fact that Dr. Falkiner 
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had described for the first time the extent of the blood-vessels of the corpus 
luteum. 

Dr. BetHEL SoLomons referred to the excellent example of Professor 
Gatenby, who encouraged the close relation of the obstetrician and the 
biologist. Work on the corpus luteum was very incomplete; much remained 
to be learned. A unanimous decision has not been arrived at about its 
formation: the time of regression in pregnancy was stated to be at such 
varying periods by different authorities that he believed it must occur at 
different times in different individuals. Its effect clinically was different 
too; some had given it for haemorrhage, others for amenorrhoea; there 
were, of course, different hormones in the corpus luteum. He disagreed 
with those speakers who said corpus luteum was useless in hypofunction 
and under other conditions such as frequent abortion and stillbirth. He 
did not know how it acted; if it did not act directly’it probably stimulated 
the anterior lobe of the pituitary body. There had not yet been sufficient 
evidence of the value of antuitrin S, but enough work had been done to show 
that it was of some value. He believed that the cycle of the corpus luteum 
was as published in his ‘‘Handbook of Gynaecology,’’ but in a new edition 
the role of the anterior lobe of the pituitary gland would be stressed. 

The view that the ovary was the causation of uterine haemorrhage was 
as old as the hills; the amount of work done at present might soon make it 
possible to prescribe definite hormonic preparations for definite types of 
haemorrhage. 

Dr. Falkiner replied, and the meeting concluded. 


ie A meeting of the Section of Obstetrics of the Royal Academy of Medicine 

qi in Ireland was held in the Royal College of Physicians, Dublin, on Friday, 
February 3rd, Dr. D. G. MADILL, in the absence of the PRESIDENT, occupied 
the Chair. 

5 


Dr. D. G. MapiLt showed 


A VAGINAL CLOT TAKEN FROM A PATIENT AGED 77 YEARS. 


Dr. BETHEL SOLOMONs said that in order to stop the bleeding in such a 
case some styptic could be used. Douching might help, or radium might 
stop the bleeding altogether. 


Dr. BETHEL SOLoMONS and Dr. F. S. Bourke read a paper on 
PLACENTA ACCRETA. 


The cause of the condition was unknown and various opinions were 
advanced. It is very rare; there had not been one example of the condition 
at the Rotunda Hospital in the Jast 25,000 births. It can be diagnosed 
only when efforts to remove the placenta fail, there not being any line of 
cleavage. The consensus of opinion is that hysterectomy is the best 
treatment. 

The case reported was that of a woman aged 41, who had lost a baby 
after a long and dry labour at the first confinement. The baby had died 
in utero about two days before it was born. On the present occasion she 
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was about 36 weeks pregnant when liquor amnii began to come away. 
This continued for three days, but the cervix remained closed. After a 
consultation Caesarean section was decided on. All attempts made to 
remove the placenta failed.. There was not any line of cleavage and 
hysterectomy was done. The convalescence was without incident. A slide 
of the specimen was shown. 


Dr. D. G. Mapitt said this was an unusual specimen. Placenta accreta 
had been described only in the last 10 years, and he had never seen a case. 
He asked if the placenta in this case was low down in the uterus, or if it 
was in the fundal region. The only treatment for these cases was radical. 
He thought it would be very difficult to make a naked-eye diagnosis. He 
referred to the possibility of phthisis in this case which had been negatived 
later, and said that chronic exhausting diseases, such as phthisis, were 
stated to have some connexion with the condition. 


Dr. J. F. CUNNINGHAM said that the case was a most interesting one; 
fortunately such cases were extremely rare. He had never seen one. He 
thought Dr. Solomons was fortunate in being able to make the diagnosis 
fairly early, as Caesarean section became necessary. He thought that in an 
ordinary case it would be hard to make a diagnosis until an attempt was 
made to remove the placenta. 


Dr. A. H. Davipson said he had seen only one case of placenta accreta. 
It was very hard to explain the cause of this condition. He wondered if it 
was connected with some failure of the corpus luteum. Occasionally in 
adherent placenta it was possible to separate a portion of the placenta by 
manual removal, but portions were impossible to get away. He thought 
the chief difficulty was to know when to stop trying to take out the 


placenta. Radical treatment appeared to be the only treatment for the 
condition. 


Dr. NINIAN FALKINER said he regarded placenta accreta in somewhat the 
same light as an ectopic pregnancy, because it undoubtedly was ectopic. 
The end-result of placenta accreta was that the chorionic elements were 
intertwined with the muscles of the uterine wall. This was the condition 
which was met with in pregnancy. Chorionic elements of ova normally had 
the power of infiltrating the endometrial stroma, but not the glands. In 
cases of placenta accreta this was not the case. He thought that in 


Dr. Solomons’ case there must have been a pre-existing inflammatory 
condition. 


Dr. Bethel Solomons, in reply, said that the placenta was in the upper 
segment of the uterus. What he meant by emphasizing the necessity for 
the diagnosis being made so soon as possible was that in a case of pelvic 
delivery when an effort was made to remove the placeiita it should not be 
persisted in, but that radical treatment should be undertaken immediately 
the diagnosis of placenta accreta was made. He had not made the diagnosis 
in this case until he found it impossible to remove the placenta; Caesarean 
section made the diagnosis easy. 

Among explanations failure of the corpus luteum might always be 
thought of, but it was more likely that an inflammatory condition of the 
endometrium by which chorionic elements could get between the glands to 
the muscle, as suggested by Falkiner in a recent paper, was more probable. 
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Dr. O’DoNEL BROWNE read a paper in which he dealt with 
Tue USE oF PITUITARY EXTRACT IN LABOUR. 


Dr. D. G. MADILL said he was most interested in this paper, which went 
into the effects of the dosage of pituitary extract in the three stages of 
labour. When he wrote his paper on the subject some years ago, the dosage 
was not nearly so standardized as it is now; the usual dose was one cubic 
centimetre. When he was a student in the Rotunda Hospital the Master 
told them that they should never use pituitrin in the first stage of labour, 
or in the second stage if there was any abnormality. He had once tried to 
see what the result would be if pituitrin was used for the induction of 
labour; nothing happened. He thought this was because the pituitrin had 
not been followed by any other treatment. He was very glad to hear that 
Dr. Browne considered pituitrin was not suitable in cases of primary inertia. 
He was of opinion that if pituitrin was given in these cases in small doses 
it did not do any good, and if it was given in big doses it might do a great 
deal of harm. 

Dr. J. F. CUNNINGHAM referred to the induction of labour by Watson’s 
technique, and said that in doing this pituitrin was never given in doses of 
more than three minims. He thought that there was not a defiinite place 
for pituitrin in the second stage of labour, and that its only action was to 
increase the frequency of uterine contractions. In the third stage he did 
rot give pituitrin at all, and thought it was very likely to produce hour- 
glass contraction. After labour was complete, he thought pituitary extract 
was of great value. He never gave pituitary extract in cases of placenta 
praevia. 

Dr. R. M. Corser said he thought pituitary extract should not be given 
until after the uterus was empty. One should always be prepared to under- 
take radical measures if one used pituitary extract in labour. It should be 
left in the accoucheur’s bag until its use was essential. He quite agreed 
with what Dr. Browne had said about uterine inertia. He mentioned two 
cases, apparently straightforward, in which the use of pituitary extract 
would have been disastrous. 

Dr. A. H. Davipson said he did not believe in post-partum haemorrhage, 
and thought that the giving of pituitary extract did not have any place in 
labour. There were, occasionally, cases in which there was difficulty in 
expressing the placenta, and in these cases pituitary extract was helpful. 
He thought it should never be used in cases of placenta praevia, because 
it was likely to cause adhesions which were very liable to tear the cervix. 
It might be used in multiparae, but he thought that in general it was a 
drug which was better in one’s bag. 

Dr. BETHEL SoLomons said he had taken charge of the Rotunda Hospital 
convinced of the valuable properties of pituitary extract in labour. He had 
gradually come to the conclusion that nearly the only time to leach its use 
was after the third stage was over. As a method of inducing labour in 
addition to the oil and quinine method he believed it was of little value. 
In the first stage of labour his teaching was against its use, but possibly 
very minute doses—for example, one unit—in selected cases would not do 
any harm. Since the drug was introduced he had taught that its use in 
the second stage very often caused hour-glass contraction of the uterus and 
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retention of the membranes in the third stage. If, however, a woman had 
a gonorrhoeal discharge, and the head was delayed on the perineum, he 
allowed it to be given in minute doses. In these circumstances he thought 
instrumental delivery meant a greater danger than the drug. He had seen 
two or three cases of hour-glass contraction of the uterus and he did not 
allow it to be given. It was of value in the treatment of accidental haemor- 
thage, but having seen a case of rupture of the uterus following its use 
after version in placenta praevia he condemned it strongly in the treatment 
of this abnormality. It was important to remember that a very small dose 
of pituitary extract raised the systolic blood-pressure. Two of his assistants 
had made experiments in this direction and it was found that even two and 
a half units of pituitrin extract raised the blood-pressure in a very short 
time. Those in charge of maternity hospitals had seen many cases of 
rupture of the uterus admitted following the use of pituitary extract in 
labour. This alone should deter teachers from recommending it. He 
recalled the large amount of original work contained in the paper by 
Dr. Madill and Dr. Allen on this subject which was read in the Academy 
about 20 years ago. 
Dr. Browne replied. 


Dr. J. F. CUNNINGHAM read a paper on 


LaTtE Ectopic PREGNANCY WITH REPORT OF Two CASES. 


Dr. D. J. MApILL said he had seen only one case of late ectopic preg- 
nancy, and it was not diagnosed. The foetal pulse could be felt, but not 


the foetal heart. Laparotomy was done, and it was found that it was an 
ectopic pregnancy at term. The case was treated by packing the sac, and 
the patient recovered. 

Dr. NINIAN FALKINER said he had seen a case in hospital which was 
diagnosed as ectopic pregnancy. The foetal heart could be heard. A 
vaginal examination was made. The os was very small and the diagnosis 
was confirmed by the introduction of a bougie into the uterus. The patient 
was submitted to laparotomy, but, unfortunately, died of haemorrhage. 

Dr. F. S. Bourke said an important point about one of Dr. Cunning- 
ham’s cases was that the patient had albuminuria during one pregnancy, 
while in the interval she was free from albuminuria. He thought that more 
observations should be made on this subject, as by means of them it might 
be possible to come to important conclusions in cases of this sort. 

Dr. Cunningham, in replying, said that in these cases a great deal 
depended on the amount of liquor amnii that was present. In the second 
case the diagnosis was really made on the condition of the cervix. There 
was not any option but to operate immediately. Haemorrhage into the sac 
after operation did not occur. The first case was a better one for success- 
ful results from operation, because it was easy to control the blood-supply. 
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FINAL REPORT OF THE COMMISSION ON MEDICAL EDUCATION 
(AMERICAN). 


(OFFICE OF THE DIRECTOR OF STUDY, 630 WEST 168TH STREET, NEW YORK.) 


The Commission was organized in 1925 by the Association of American 
Medical Colleges to make a study of the educational principles involved in 
medical education and licensure, and to make suggestions which would 
bring them into more satisfactory relation with the newer conceptions 
and methods of university education, on the one hand, and with the needs 
of present-day society, on the other. 

The Commission is a highly authoritative body representing the interests 
of medical education in the United States and, to a less extent, in Canada, 
with the President of Harvard University, Dr. Lawrence Lowell, as Chair- 
man, and including the President of the University of Toronto, Sir Robert 
Falconer. The absence of any direct representation of Johns Hopkins 
University is noteworthy. 

The Report appears opportunely and will be closely studied in this 
country by the many persons and bodies who are gravely concerned at the 
state of congested complexity into which the medica] curriculum has 
developed. 

There are, of course, not a few of the problems dealt with which are 
peculiar to the United States of America as compared with most European 
countries, such as the various requirements for State licensure to practice, but 
the common problems are instructively handled. These include the follow- 
ing: (1) Pre-medical education and the avoidance of undue limitation of 
general education. (2) The scope of the teaching of medical anatomy and 
physiology. (3) The clinical integration of anatomy and physiology. (4) 
The individual and clinical application of preventive medicine. (5) Recog- 
nition of the value of team work as such, but with the stress on bedside 
examination and observation. (6) The dangers of premature specialization. 
(7) The demand for fuller facilities for postgraduate teaching and work. 


As regards obstetrics, many of the facts and observations are of special 
interest to the readers of this journal. 


While admitting for the United States the highest maternal mortality 
rate (67 per 10,000 live births) as compared with British and other Euro- 
pean countries, attention is directed to the unsatisfactory basis for compari- 
son, many deaths being attributed to puerperal causes in the United States 
which are not so reported elsewhere. Among the major causes of maternal 
deaths infections rank at 40 per cent, toxaemias 27 per cent, while inter- 
ference with normal labour (over one-half of the maternal deaths follow 
operative deliveries) and unnecessary Caesarean (spelt Caesarian) sections 
are quoted as contributory factors. The operative interference in obstetrics 
ranges from 10 to 25 per cent as compared with four per cent in Sweden. 


It is stated that midwives in the United States are not usually adequately 
trained or supervised and that the proportion of deliveries, throughout the 
country, attended by midwives is estimated at 15 per cent. The figure in 
Holland and Great Britain is over 60 per cent and in Norway go per cent. 
A significant note, on the other hand, is that the much higher proportion 
of institutional midwifery—75 per cent of all deliveries in some cities—may 
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have been developed so far, having regard to practical considerations for 
families and the actual requirements of obstetrical practice. 


It has its repercussion, too, on the practical tuition in midwifery. 
District teaching of obstetrics has been long established in some of the best 
schools. In recent years there has been a tendency to curtail it where 
adequate opportunities for the teaching of obstetrics in hospital are available, 
and in a number of universities every effort is being made to restrict the 
teaching to hospital patients in the belief that proper teaching can only be 
so achieved. The value, however, of district obstetrical experience after 
thorough preparation in the teaching hospital is admitted. 


There does not appear to be—nor, indeed, in the circumstarices, can there 
be—a general insistence on a required number of personal deliveries for 
which the undergraduate has to be signed up. A reference is made in one 
instance to a requirement of 12 cases. But, as we know from experience in 
this country, requirements, as such, are not necessarily effective, and 
among the 76 recognized medical schools in the United States there must 
be much variation in the availability of cases. 

The general arrangement and print of the volume are convenient and 
attractive. Each chapter ends with a sufficient series of conclusions, the 
final subject-chapter giving an admirable conspectus of medica) education 
in Europe. 


The able general summary runs to 20 pages, and in good literary style 
touches off and illuminates the main themes. Health, it maintains, being 
the greatest asset of the individual and the nation, efforts to render 
knowledge regarding its conservation and promotion, widely effective in the 
population, are essential features of modern community life. The physician 
to-day needs to be an adviser in regard to health as well as a healer of 
disease. A broader concept of the place which medicine occupies in com- 
munity life was bound to introduce significant changes in both the educa- 
tion and practice of the profession to accommodate to the changes in the 
occupation and environment of the public which it seeks to serve. 


Moreover, additions to knowledge have been greater in the last 60 years 
than in the previous 4,000 and the enormous body of knowledge and 
technical skill now available is far beyond the capacity of a single individual 
to master. Specialization, therefore, and division of labour have been 
inevitable; but when carried to an unnecessary degree, as in the larger 
cities, this ‘“‘fragmentation of medical practice’’ is inimical to the interests 
of individuals and the community. There is need for the correlation of 
isolated activities and the co-operative application of knowledge to narrow, 
so far as may be, the ever-existent gap between what is known and what is 
applied. 


The basic general education and training of the prospective specialist is 
insisted on and also the placing of his particular experience in the post- 
graduate stage. 


The United States of America suffer from a plethora of specialists and 
cult practitioners, medical and lay, and the more than tacit recognition 
of the latter by many of the State Medical Boards adds to the difficulties 
of the problem. Our colleagues of the American Medical Association have 
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striven to stem the tide by endeavouring to develop a satisfactory pro- 
gramme of licensure for the protection of the public, but, apparently, a 
standard pattern of State licence is far to seek, though we are not invited 
to accept for general application the quoted excerpt from the reply of one 
State Medical Board that ‘‘the medical licensing examinations, as such, 
are not worth a tinker’s dam.’’ It is claimed for our colleagues that they 
have been rather more successful in their efforts to correct the situation 
through the elevation of standards of medical education rather than through 
legal and legislative channels. 


An important feature in the whole position is the over-supply, together 
with the faulty distribution, of doctors in the United States. At the present 
time the number of persons per doctor is approximately 780 (England and 
Wales 1,490). It is estimated that an adequate medical service could be 
provided by about 120,000 in active practice and that on this assumption 
there is an over-supply of at least 25,000. Notwithstanding the up-to-date 
telephone services and means of transport the concentration of recent. gradu- 
ates and specialists in the cities leaves the interests of the outlying areas 
inadequately cared for. 


The requirement by the State Medical Boards of a period of internship 
before admission to licensure is, of course, commended, but also criticized 
in respect of its variable value to the prospective general practitioner, who, 
for example, may be allocated to the service of a surgical unit closely 
co-operating with other departments and tending to blur his sense of 
personal responsibility to his patients. This is by way of entering a plea for 
greater flexibility and interchange during this vital phase of the practical 
integration of the graduate’s knowledge. 


Away from the main centres of education many of the recognized 
hospitals for internships are rather like some of our larger cottage hospitals, 
and the number of interns accommodated must sensibly diminish the value 
of the experience. Even in some of the larger hospitals, for this reason, it 
can amount to little more than the equivalent of our clerkships and 
dresserships. On the other hand, it is claimed that some of the internships 


involve the performance and discharge of unduly onerous operative and 
other duties. 


Reference is made to the inevitable effect of multiple medical education 
regulations which, however necessary and productive of good in the past, 
have produced rigidity and uniformity in a field which had been going 
through phenomenal growth. Faculties and licensing bodies have added 
new subjects involving new examinations without deletion of obsolete 
requirements. Hence the overcrowding of the curriculum and the creation 
ot further external regulations which have gone far to destroy flexibility 
and reasonable freedom. The Federation of State Medical Boards, recog- 
nizing the situation, has recently devolved, so far as possible, all details of 
training upon the medical schools, thus conferring a readier power of 
adaptation upon the bodies which must appreciate at an earlier stage the 
thrust of changing conditions. This significant development is producing 
so wide an influence that many now believe that the licence to practice 
should be granted directly on the basis of graduation from an approved 
medical school and completion of a satisfactory internship. ‘This would put 
upon the schools the responsibility of graduating and certifying only those 
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students who meet all the qualifications necessary for practice, and among 
these a reliable faculty will regard as of importance character, native 
ability, industry, resourcefulness, training and experience under supervision. 


It is urged that the ultimate functions of the State licensing bodies should 
be substantially those of our General Medical Council, plus the maintenance 
of a Register of Specialists—a thorny duty, this last. which it would be 
difficult to imagine the G.M.C. reaching out for. 

Medical education must have regard to the rapidly expanding horizon of 
the opportunities and responsibilities which the community continues to 
devolve upon the profession, and medical training, therefore, cannot be 
isolated from public needs on the one hand, or from the larger needs of 
education—general, university and postgraduate—on the other. Albeit, 
difficulties crop up in many quarters. The efforts in the past forcibly to 
feed the student, within the compass of the ordinary course, with all the 
facts and methods in every field of medicine, including the special branches 
and intricate laboratory technique, must be abandoned. Much that is 
unnecessary for the average student must be unloaded from the ordinary 
course to the postgraduate years. 

The axiom that all true education is self-education is being applied in 
many medical schools in placing greater responsibility on the student for 
his own training in order to emphasize learning by the student in contrast 
te teaching by the faculty, and to prepare him io continue his own self- 
education throughout his professional life. 

Commendation is given to the efforts to correlate the learning in the 
various fields which have become isolated in the recent era of over- 
specialization and of emphasis on mechanical and laboratory procedures. 
Approval, also, of the more thorough drilling in physical examination and 
history taking; the demonstration of normal and abnormal structure and 
function in living human beings as part of the courses in anatomy and 
physiology and the efforts to make the basic sciences a more vital part of 
clinical teaching. 


The category of preventable diseases and disabilities being steadily added 
to, the importance of the preventive aspects of medicine is stressed. 
Successful teaching therein, however, cannot be accomplished by special 
courses or lectures alone, but by the permeation of the entire teaching 
programme with the spirit of preventive medicine, because preventive and 
curative medicine are interdependent. 


Avoidance of early vocational education is emphasized. The preliminary 
preparation for entry on the medical curriculum should be general and not 
pre-professional in character: as regards chemistry and physics, there is 
need of making the instruction in those subjects more valuable as disciplines 
in general education, and it is a matter of different, not more, chemistry, 
physics and biology for the purposes of both general and pre-medical 
education. 

The medical course, as a whole, should represent the efforts to adjust 
practice to the new conditions within the profession itself and within 
society. As regards the latter the movement towards a comprehensive 
scheme for sickness insurance is foreshadowed, together with the expression 
of a devout hope that the turmoil and mistakes associated with its establish- 
ment in certain other countries may be avoided. 
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But effective medical training, however ideal the course, cannot be 
transmitted consciously by a faculty. The learning of medicine is most 
likely to be accomplished through the intimate relations of a student and 
a master clinician, which gradually unfold that elusive talent known as 
the art of medicine, the successful imparting of the constituents of which 
depends upon the men and women who study and teach medicine; not upon 
the courses, forms and formalities of education. 

The final paragraphs constitute an eloquent appeal and challenge to 
leadership by the profession in matters which so closely concern patients 
and public and conclude that ‘‘a realization of these responsibilities is 
introducing new thinking into the profession and challenges the highest 
order of leadership to make current and future knowledge of the diagnosis, 
treatment, and prevention of disease available to every one, a leadership 
which should be the contribution of the medical profession and of medical 
education to modern society.” 


EWEN J. MACLEAN, 
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